VOLUME 11 + NUMBER 4 > April 1956 





Geriatrics 


DEVOTED TO DISEASES AND PROCESSES OF AGING 


SYMPOSIUM: Problems of the Mind in Later Life 


Mental Adjustment Adolescence Provides 
to Physical Changes a Pattern for the Future 


Family Stress Hospital Care of the 
Introduced by Aging Debilitated Aged Patient 


The Emotions Home Care of the Emotionally 
and the Heart Disturbed Aging Person 


Complete table of contents on page 3A 





to improve 


respiration in cardiac 


decompensation 


CIBA 
SUMMIT, N.J. 


2/2225 


SUPPLIED 

Oral Solution: 
bottles of 1 and 3 
fluidounces and 
bottles of 1 pint. 
Also available for 
intravenous or 
intramuscular use: 
Ampuls, 1.5 ml. 
and 5 ml.; 
Multiple-dose Vials, 
20 mi. 





(nikethamide CIBA) 
ORAL SOLUTION (25% aqueous) 


Coramine is a proved respiratory and central 
nervous system stimulant, useful in controlling 
Cheyne-Stokes respiration and paroxysmal dyspnea 
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Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
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the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 

The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
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levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
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cylated colchicine. 
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Multiple Compressed Tablets of ‘Co-DELTRA’ 
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physician cope with the problem of gastric dis- 
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to therapy with the newer steroids prednisone 
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e In the May issue of Geri- 
atrics, David C. Cayer and 
Ozmer Henry, Jr., present an 
article on Jaundice—An Evalu- 
ation of the Procedures Com- 
monly Utilized in Differential 
Diagnosis. The authors, mem- 
bers of the Department of 
Internal Medicine, Bowman 
Gray School of Medicine of 
Wake Forest College, Wins- 
ton-Salem, state that most er- 
rors in diagnosis are caused by 
the simultaneous presence of 
more than one disease or an 
inadequate interval of observa- 
tion and study. They believe 
that 95 per cent of such cases 
can be diagnosed correctly by 
correlating history, physical 
findings, repeated tests of liver 
function, roentgenograms, and 
results of needle aspiration 
biopsy. 


e A scientific exhibit, prepared 
by John T. Ferguson of the 
Traverse City State Hospital, 
Michigan, illustrates 4 New 
Therapeutic Approach to Ab- 
normal Behavior in Geriatrics 
by the use of reserpine, a tran- 
quilizer, and methyl-phenidyl- 
acetate, a psychoanaleptic. 
Subjects for the study were 215 
women patients over 60, with 
one or more abnormalities, se- 
lected from the wards of the 
hospital without regard to 
length of hospitalization, diag- 
nosis, or pathologic complica- 
tions. Dosage of each drug, 
used separately or in combina- 
tion, was adjusted according to 
the behavior problem pre- 
sented, with reserpine for the 
predominately overactive and 
methyl-phenidylacetate for the 
predominately negative. 


e Varicose Veins are common 
among the civilized popula- 
tion, writes Mims Gage, pro- 
fessor of clinical surgery at 
Tulane University and a mem- 
ber of the Department of Sur- 
gery at Ochsner Foundation 
Hospital, New Orleans. Fti- 
ology resolves around incom- 
petent valves in the four 
venous systems. The diagnosis 
of varicose veins is usually 
made by the patient but early 
varicosities are more difficult 
to detect. These can be recog- 
nized by several tests, includ- 
ing the Trendelenburg-Brodie 
test, percussion, Mahorner- 
Ochsner, and venous pressure 
tests. Treatment is directed 
toward restoring the super- 
ficial and communicating sys- 
tems to patency. 


e The Surgery of Senile Cata- 
ract is not a simple matter, 
according to Hugo L. Bair, 
consultant in the Section of 
Ophthalmology, Mayo Clinic, 
Rochester, Minnesota. Various 
factors relating to the eyes, as 
well as to the patient’s general 
condition and circumstances, 
must be considered in the de- 
cision to operate, and frequent- 
ly the risk must be carefully 
estimated with regard to the 
potential gain to the patient. 
For the otherwise normal eye 
with cataract in a healthy pa- 
tient, the outlook for restora- 
tion of good, useful. vision is 
excellent. 


e The incidence of New 
Growths in Old Age is dis- 
cussed by Trevor H. Howell, 
consultant geriatric physician, 


Queen’s Hospital, Croydon, 
and consultant with the geri- 
atric unit of St. John’s Hos- 
pital, London, writing in con- 
junction with the late A. P. 
Piggot, former pathologist at 
St. John’s. In a series of 2,221 
autopsies on subjects aged 65 
and over, the incidence of can- 
cer was 28.4 per cent. Com- 
monest sites for new growths 
were the bronchus, stomach, 
colon, esophagus, and bile pas- 
sages. In the oldest age groups, 
two malignant tumors were 
sometimes found in the same 
body. After the age of 75, can- 
cer could be present without 
becoming the ultimate cause of 
death. 


e In order to test the hypothe- 
sis that, in a community de- 
veloped under the influence 
of older people, older persons 
may be expected to have a 
different role in such dimen- 
sions as social participation 
and social control, George J. 
Aldridge, associate professor 
in the School of Social Work, 
Michigan State University, 
made a study of The Role of 
Older People in a Florida Re- 
tirement Community. He 
found that in the community 
of St. Cloud the role of older 
persons was socially approved 
and personally satisfying. 
Their numerical dominance 
was reinforced through the 
formal organizations which 
they controlled and through 
informal social relationships. 


For these ‘and other articles, 
reviews, abstracts, and special 
features, read every issue of 
Geriatrics. 
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Pfizer- discovered tetracycline fortified with 


water-soluble vitamins to meet the “stress” 


demands of fever and infection. 
* Trademark for Pfizer-originated, vitamin fortified antiliotics 
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Broadens the scope for this established 
therapeutic modality. 


Particularly in the geriatric patient, support 
for the nutrient supplying vascular 
termini is important. Restoration and 
maintenance of normal capillary per- 
meability will help prevent hemorrhage 
and loss of essential tissue nutrients 
and metabolites.” * 


The flavor and aroma of HESPER-C 
LIQUID will make it entirely 
acceptable to the most finicky patient. 








Dosage: No less than 6 teaspoonfuls daily. 





Supplied: is 
supplied in bottles of 4 oz. and 12 oz. 


HESPER-C is available in capsule form. 
In bottles of 100 and 1000. 





HESPER-C LIQUID makes the [ | 
difference in treatment of: cerebro- 

and cardiovascular disease, hypertension, 
diabetes and diabetic retinopathy, arthritis, 
purpuras, asthma, epistaxis, fractures. 
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IN X-RAY VISUALIZATION 


Reduced Hypermotility, Improved 


Delineation with Pro-Banthine’: 


Case History 





Basic film: pronounced hypermotility of stom- 
ach and bulb; diagnosis not possible. 


J. R., male, age 50, when first seen* com- 
plained of severe abdominal pain of six 
weeks’ duration. Initial gastrointestinal 
roentgenologic examination revealed 
marked hypermotility of the stomach and 
duodenal bulb. Because of rapid emptying it 
was not possible to visualize a lesion either 
in the stomach or duodenal bulb. However, 
the patient’s symptoms strongly suggested an 
ulcer, and he was reexamined after the in- 
jection of 15 mg. of Pro-Banthine (brand of 
propantheline bromide) intramuscularly. A 
marked diminution in motility occurred and 
a huge gastric ulcer was easily visible on the 
lesser curvature at the junction of the upper 
and middle third of the stomach. 

This patient is now receiving 30 mg. of 
Pro-Banthine four times daily and gained 
8 pounds during the first ten days of therapy. 


Trial packages of Pro-Banthine and the new booklet, ‘Case 
gic Action,” available on request... 


Histories of Anticholi 








Five-minute film after 15 mg. of Pro-Banthine 
intramuscularly: large gastric ulcer on lesser 
curvature clearly visualized. 


He was completely relieved of pain within 
twenty-four hours. The ulcer is presently 
healed and he is asymptomatic, six weeks 
following initiation of Pro-Banthine therapy. 
This is an excellent example of delineation 
of a lesion which escaped detection with the 
ordinary technique of gastrointestinal roent- 
genography. Ifan ulcer is suspected and the 
initial roentgenologic examination is nega- 
tive or inconclusive, the roentgenographic 
study should be repeated following the oral 
administration of 30 mg. or the intramuscu- 
lar injection of 15 mg. of Pro-Banthine. 
G. D. Searle & Co., Research in the Service 
of Medicine. 





*Roentgenograms and case history courtesy of I. Richard 
Schwartz, M.D., Kings County Gastrointestinal Clinic, 
Brooklyn, N. Y. 


P. O. Box 5110 D-2 
Chicago 80, lilinois 
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DESBUTAL gives the disturbed patient a 
new sense of well-being and energy, 
while calming his tensions and anxieties. < 
One capsule represents 5 mg. DESOXYN 

Hydrochloride (Methamphetamine 
Hydrochloride, Abbott), and 30 mg. 
NEMBUTAL Sodium (Pentobarbital Sodium, 
Abbott). Bottles 


% . of 100 and 1000. Ubbott 
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pain relief plus antibacterial therapy 


In cystitis, prostatitis, urethritis and 
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1. Wide antibacterial spectrum -- 





effective against a wide range of 
microorganisms. 


Relief of pain, burning, frequency 





and discomfort; soothing effect on 
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hematogenous urinary tract infections. 
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MEPROBAMATE (2-methyl-2-n-propyl-1,3-propanedio! dicarbamate) 


LICENSED UNDER U.S. PATENT NO. 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 

@ Muscle spasm @ Stiffness and tenderness 

©@ Restriction of motion @ Pain 

As a superior muscle-relaxant, EQUANIL offers 

predictable action and full effectiveness on 

oral administration. It does not disturb auto- 


nomic function and is relatively free from 
gastric and other significant side-effects. Its | 





anti-anxiety property provides important cor- 

relative value. 

Usual dosage: | tablet t.i.d. The dose may be ad- 
justed either up or down, according 


to the clinical response of the patient. 
Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor 
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Each Theragran Capsule, or 5 cc. teaspoonful of Theragran Liquid, supplies: 
Soe ey 25,000 U.S.P. Units 


1,000 U.S.P. Units 


Usual Dosage: 1 or 2 capsules or teaspoonfuls daily. Infants: Not more than 


THERAGRAN CAPSULES: bottles of 30, 60, 100 and 1000. 
THERAGRAN LIQUID: bottles of 4 ounces. 


Ay Squibb Quality—the Priceless Ingredient 
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remomycin. 


SULFASUXIDINE@—NEOMYCIN SUSPENSION WITH PECTIN ANDO KAOLIN 


for comprehensive antidiarrheal therapy... for the whole family 





MAJOR ADVANTAGES: 1. ‘Sulfasuxidine’ and neomycin—for a comprehensive range 
of antibacterial action. 2. Pectin and kaolin—to detoxify and adsorb intestinal irri- 
tants. 3. Deliciously fruit-flavored. 4. Effective for specific and nonspecific diarrheas. 


You can prescribe new CREMOMYCIN even when the 
whole family has diarrhea. It contains ‘Sulfasuxidine’ 
and neomycin. Both are sparingly absorbed — thus 
they are virtually nontoxic and their action is con- 
centrated in the intestine." Pectin and kaolin adsorb 
toxins and soothe the mucosa. 


Supplied: 8-0z. bottles, each fl. oz. (30 cc.) contain- 


Reference: 1. Poth, E. J., J.A.M.A. 153:1516 (Dec. 26) 1953. 


a 





ing 3.0 Gm. ‘Sulfasuxidine,’ 300 mg. of neomycin 
sulfate, 0.3 Gm. of pectin and 3.0 Gm. of kaolin. 





Philadelphia 1, Pa. 
OIVISION oF MERCK & CO., Inca 






























—— @® Dual-Powered Ne 


RELAXES PAINFUL 
MUSCLE SPASM 


PROVIDES POTENT 
BACTERIOSTASIS 


ACTIVE AGAINST 
ALL SYMPTOMS 


SAFE 


SUPPLIED: Bottles of 
100, 1000, 2000 


Double-Quick 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


In minutes—URISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


In minutes—URISED’S methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 

encourage healing. 


URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 


URISED may be confidently prescribed for treatment of Cystitis « 
Pyelitis - Prostatitis - Urethritis - Other Urinary 
Infections - There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 





























1. Levy, S.: JAMA. 153:1260 

2. Seidel, H., Silver, A.A., and Nagel, H.: 
J, Am. Geriatric Soc. 1:280 

3. Houston, C.S.: New England J. Med. 

240:683 











in mental confusion, 
emotional lability, 
and depression 

in aging and aged patients 


WA 


a. * 
~ 
Ne 


naleptone 
elixir 
produces “marked improvement”! 


In a group “. . . presenting a clinical picture of marked memory 
defect, confusion and deterioration, and mild behavior disorders 
... the most important changes occurred following the adminstra- 
tion of the [pepsin] elixir containing pentylenetetrazol and nico- 
tinic acid. This elixir produced a marked improvement in the 
behavior of the patients ... All patients subjectively stated that 
they felt much better physically, and this was objectively con- 
firmed by the gain in weight, ranging from 2 to 8 pounds in over 
75% of the patients.””! 


ANALEPTONE Stimulates the respiratory and vasomotor centers— 
causes a peripheral vasodilatation—“...a step forward in the 
halting of degenerative processes.”’? ANALEPTONE helps overcome 
the “mental confusion, emotional lability, errors of judgment, 
inability to concentrate, headaches . . .” and other symptoms 
of cerebral hypoxia. 


formula: Each teaspoonful (4 cc.) contains: 


KAS PORIVICUEEON gk a we 200 mg. 
~A * > 


a Ye s=SCNicotinic Acid (Niacin). ......... 100 mg. 
- Bark ed os q.s. 
, y ‘> Alcohol 16% by volume 


indications: Fatigue, mental confusion, irritability, anti-social 
attitudes, functional memory defects particularly 
in the aging and the aged patient. 


dosage: One-half to one teaspoonful | to 3 times daily. 


JERSEY CITY 6, NEW JERSEY 














Tablets 


Syrup 


Sterile 
Solution 


Ulcer protection 
that 
lasts all night: 


BROMIDE 


Each tablet contains: 
Methscopolamine bromide . 25 img. 


Average dosage (ulcer): 
One tablet one-half hour before meals, and 1 
to 2 tablets at bedtime. 


Supplied: Bottles of 100 and 500 tablets 


Each 5 cc. (approx. 1 tsp.) contains: 
Methscopolamine bromide 1.25 mg. 


Dosage: 


1 to 2 teaspoonfuls three or four times daily. 


Supplied: Bottles of 4 fluidounces 


Each cc. contains: 
Methscopolamine bromide 1 mg. 


Dosage: 
0.25 to 1.0 mg. (14 to 1 cc.), at intervals of 6 to 8 
hours, subcutaneously or intramuscularly. 


Supplied: Vials of 1 ce. 


TRADEMAWR, REG. U.S. PAT. OFF. —=THE UPJOHN BRANO OF METHSCOPOLAMINE 


The Upjohn Company, Kalamazoo, Michigan 
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Even where hydrocortisone, vote} a di-to) al-rar-Uale Mee) dai-lamr-lel-lahcmal-Co 
if- Ul Ye Pam ol go lait to) (ol al-Ml CoM Ml nd -V) | =O Mg -1-) Col glo MEU mi d(ollll-Uamaalo) ol 11h a7 
Tale Mae i alon diel at-tmmer-tel-Colh a’ am comm ale) gael-lmmlaMmael-1¢lecl-tcelloMt-ladal ah dio 


Four times more effective than hydrocortisone, and, on the 
basis of preliminary findings,** superior in potency even to 
prednisone (cortisone analog), STERANE is also relatively 
free of such hormonal side effects as edema, ee onion, 


rol a ahva ole) oley-t-1-1-1aalt- 6 


Supplied: White, 5 mg. oral tablets, 
in bottles of 20 and 100. Pink, 1 mg. 
oral tablets, in bottles of 100. Both 
are deep-scored and in the dis- 
tinctive ‘“easy-to-break” size and 
Pfizer oval shape. 


References: 1. Bunim,J.J.,etal.:J.A.M.A. 
157:311, 1955. 2. Forsham, P. H., et 
al.: Paper presented at First Inter- 
fare} om Ocean @meolal oda-lolall-celal-M-lale i ald-1e ns 
nisolone, New York, May 3l-June 
1, 1955. 3. Periman, P..L., and 
Tolksdorf, S.: Scientific Exhibit pre- 
sented at A.M.A. Annual Meet., 
Atlantic City, June 6-11, 1955. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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“Because of its reliable, permanent and 
exact hormone content, it is to be 
recommended as standard thyroid medication. 


Synthroid’ sodium 


(pure gs Sodium Levothyroxine) 7eaBepkie Ts 


yi 


(Gola ceol lalate Medals MuialcMeleaNZ-M lalate] ©) (Mela ial-Miabacelic Me] (olsen 
SPAN Bi 1.c@)| DIN Kel o)l-simela-Melelolal tHE lelsi-(-cielaleMnnst-Maneliil 
all impurities. Activity is measured by weight. and not by 
biological standardization. All batches are absolutely 


Tel-talileo] Met lalelamclets-mrelereloss-MUlalicelenmelllalleel M-iicom CiehciUl atom 


SYNTHROID Tablets are available in three strengths, 0.05, 0.1, and 0.2 mg., 
scored to permit dosage units as small as 0.025 mg, Bottles of 100. 


Starr, P.: Postgrad. Med. 17:73, 1955 


For free sample, merely write “Synthroid’’on your Rx and mail to... 
TRAYVEN O L LABORATORIE S, —InN Cc. 
subsidiary of Baxter Laboratories, Inc., Morton Grove, Illinois 
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Lift the depressed patient up to normal 


without fear of overstimulation . . . 


Rl’ | | 


A HAPPY MEDIUM 8 @ a 





with new 





IN PSYCHOMOTOR 
STIMULATION 


e Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters ...”! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 

Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.’? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ... so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’ 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
adjusted to the individual. Personal communication. 

2. Harding, C. W.: Personal 
communication. 3. Hollander, 
M.: Personal communi- 

cation. 


RITALIN® hydrochloride 
(methyl-phenidylacetate 
hydrochloride CIBA) 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000. 





2/2193m 








CIBA 


SUMMIT, N.J. 
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HOW LD Is OLD ? 


“The really old people. are those 10 
years older than myself.” 


“In the lay mind, anyone past 60 is 


ready for the discard ... 
“. . . there ave only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30's who have all the characteristics 
of old age.”# 





er a: 


PHE REAL QUESTION 

To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. Jo him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


hy 


FIVE PROBLEMS IN AGING 





The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 
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THERAPY FOR 


AGING 

Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 
NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 

Non-stimulatory gonadal 

hormone replacement 


balanced hematinic component 
digestant enzyme replacement 

c 
specially formulated mineral- 
vitamin combination 
new lysine, for protein 
improvement* 























* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one.® 
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A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in the professional office that “old 
age is creeping up” is a rare bird indeed. 





Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “preventive geriatrics.” 


Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


L-lysine . 2 © * © « « @. er eee 
Methyltestosterone a ae a ee . 3m 

Ethinyl Estradiol . eo © «© © © ec © «(0.018 mg 
Pancreatic Substances. i (ip teak ° 150 mg 
Glutamic Acid . . . «+ ©. 6 eee 90 mg 
Rutin : ‘oS a ae P 15 mg 
Vitamin A (Palmitate) - 5 - « 6,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) - + 600U.S.P. Units 
Vitamin E (as Tocopheryl Acetate) . a he Saae 15 1.U. 
Calcium Pantothenate ole era 15 mg. 
Thiamine —e (Vitamin By) + 1.5 mg. 
Riboflavin (Vitamin Ba) =i 1.5 mg. 
Pyridoxine Hydrochloride (Vitamin Be) sit US 1.5 mg. 
Niacinamide . Se a 150 mg. 
Ascorbic Acid (Vitamin Cc) cee 150 mg. 
Vitamin By (Oral Concentrate) . oe 6% 3 mcg. 
Folic Acid a ae ee era 0.3 mg. 
Liver-Stomach Substance** . ~ ee ee oe 300 mg. 
Iron (from Ferrous Gluconate) . . . « « « 10.2 mg. 
Cobalt (from Cobaltous Sulfate) . . ... 0.1 mg. 
Molybdenum (from Sodium Molybdate) . . . . 2mg. 
Copper (from Cupric Sulfate) . . bw eae 1 mg. 
Manganese (from Manganous Sulfate)” af tig as ie 1 mg. 
Magnesium (from Magnesium — eae 6 mg. 
lodine (from Potassium lodide) or, seed 0.15 mg 
Potassium (from Potassium Sulfate) + <6 oe 
Zinc (from Zinc Sulfate). . 1.2 mg. 


**Enzymatically active defatted material obtained from 
00 mg. whole fresh liver and stomach. 
+ Enzymatically active defatted material obtained from 
50 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Bottles of 60 capsules, prescription only. 
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WEwWw WEOBON LIQUID 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 





spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ferrous Glucomate . . . . «© «© we @ ow 30 mg. 
Ascorbic Acid . oie Bie “tes Ay 50 mg. 
d- “Amphetamine Sulfate ee Se 0.5 mg. 
Folic Acid . ° oe) aoe ee te 167 mcg. 
Vitamin Bag 2 ew tw ew tl tl th tl tl 2.5 mcg 
!-Thyroxine et wa YS epee eee © .1 mg. 
Ethinyl Estradiol . . 2. 2 we ew we eee 1 mcg 
Methyitestosterone . . . 2. «© «© © © @ « 1 mg. 
Liver Fraction | ‘- 4.9.85. & Bieeele 25 mg. 
Ethyl Alcohol . ee 0.5 cc. 


Dosage: One teaspoonful ties ‘daily nan meals, or as 
required. 


Supplied: in 16 fluid ounce bottles, prescription only. 
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In stress situations hypoproteinemia 
and/or vitamin deficiency states may be 
responsible for these complications’: 


decreased resistance to infection 
increased susceptibility to shock 
retarded wound healing and 


callus development 


At the time when the need 

for high quality protein is the 
greatest, too many convalescents 
choose lysine-deficient wheat 
and cereal proteins. 

Efficient protein synthesis requires 
all the essential amino acids, 
simultaneously, and in the 
correct proportions.* 

Efficient protein synthesis 

also requires ample supplies 

of vitamins.* 


erofor tablets 


(Critically essential L-lysine plus all the important vitamins) 





after major surgery, 
illness, injury 





Three Cerofort Tablets daily, 
one with each meal, supply: 


L-Lysine Monohydrochloride ...... 790 mg.* 
Vitamin Ac ii.ccsccnscssdd000'U.S.P. units 
Veta 1D ssc vinsswisass 1,000 U.S.P. units 
Thiamine Mononitrate ............. 10 mg. 
SONLGWAIS <.ocicaaw grasa nwhe ween 10 mg. 
Pyridoxine Hydrochloride ......... 2 mg. 
NNCIRRAIIE 5 55650 Oc Kibo Sine WER 100 mg. 
Calcium Pantothenate ............ 20 mg. 


Vitamin B,» Activity (Cobalamin).. 4 meg. 
RON ACI <i. 5 cus wanna ase n een ne 1.5 mg. 
ASCONNG ACIG 5065 ss cnaeeesedets 300 mg. 


*Equivalent to 600 mg. L-lysine 
Supplied in bottles of 60 tablets. 


References: 1. Rhoads, J.E.: Internat. 

Abstr. Surg. 94:417, 1952. 2. Mecray, P., Jr.: 
Am. J. Clin. Nutrition 3:461, 1955. 

8. Cannon, P.R.: J.A.M.A. 135:1048, 1947. 
4. Halpern, S.L., in Nutrition in Infections, 
Miner, R.W., ed.: Ann. New York Acad. Sc. 
63:147, 1955. 


and for the special nutritional needs of growing children, adolescents, and the elderly: 


rer=s ares Po} 4) Oe —) bb, a bh 


(L-lysine plus important B vitamins) 


>, 


first with lysine (#Aczs)) WHITE LABORATORIES, INC., Kenilworth, N. J. 









All the benefits of 


to minimize 
gastric distress 











Multiple Compressed Tablets of “Co-DELTRA’ 
and *Co-HyDELTRA’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components, 


yueltra 


Prednisone Buffered 





Supplied: Multiple Compressed Tablets of 
‘Co-DELTRA’ and ‘Co-HyYDELTRA’, each contain- 
ing 5 mg. prednisone or epee ge 300 mg. of 
dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium “trisilicate, U.S.P., bottles of 
30 tablets. 
Philadelphia 1, Pa. *Co-DecTRa’ and ‘Co-HyDELTRA’ 
Division OF MercK & Co., INC, are the trademarks of Merck & Co., INC. 

















establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, medication is 
important, not only in initiating control, but also in 
maintaining normal weight.!23 


Obedrin contains: Formula 


e Methamphetamine for its anorexigenic and mood- Semoxydrine HCl (Metham- 

lifting effects. phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
e Vitamins B, and B, plus niacin to supplement the diet. Niacin 5 mg. 


e Pentobarbital as a balancing agent, to guard against 
excitation. 


Ascorbic acid to aid in the mobilization of tiss 
. fluids ‘ ,; — 1. Eisfelder, H.W.: Am. Pract. 


& Dig. Treat., 5:778 (Oct., 


Since Obedrin contains no artificial bulk, the hazards ine W.H..Jr.:J.A.M.A., 


of impaction are avoided. The 60-10-70 Basic Plan 152:42 (May, 1953). 
provides for a balanced food intake, with sufficient Fp Sheva, R.J.: Medical 
protein and roughage. Times, 82:107 (Feb., 1954). 


Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. BRISTOL, TENNESSEE 





Personalize Arthritis Therapy 
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with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.” 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BuFFERIN, the salicylate proved to be better tolerated 
by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFErin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


.M.A. 159: 645 (Oct. 15) 1955. 
-M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West SO Street, New York 20, N. Y. 
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PARKINSONISM 


Artane 


HYDROCHLORIDE 
Trihexyphenidyl HCI Lederle 


1 eS SS ASSAD SS PSS DSN SSDS SSC SY 


effective over long periods 


ARTANE iS a strong antispasmodic, effective in all 
three types of Parkinsonism—Postencephalitic, Ar- 
teriosclerotic, and Idiopathic. Unlike certain other 
such drugs, it does not lose effectiveness when given 
over long periods. It is usually well tolerated, and has 
no deleterious effect on bone marrow function. 


ARTANE is supplied in 2 mg. and 5 mg. tablets, and 
as an elixir containing 2 mg. per teaspoonful (4 cc.) 
Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid compan y PEARL RIVER, NEW YORK 
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(ETHCHLORVYNOL, ABBOTT) 





nudges your patient to sleep 


eeoeeveveveeeeee 


Gentle as a lullaby, this new nonbarbiturate hypnotic brings tranquil 


sleep, and is useful even for those patients with liver 


x" 


‘100 
or kidney disease. 500 mg. capsules, bottles of 100. C boo 
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watch for 
the patient with 
rclsvelusclotemelawurietens 
of the Yer3 59) 


She may never think of asking you for advice, 
doctor... but she'll thank you when you tell her about SELSUN. 

Your prescription for SELSUN (and SELSUN is sold only on 

prescription) wall give her lasting relief from the 

symptoms of seborrheic dermatitis of the scalp or 

dandruff... quickly, easily, economically. 

Simple and pleasant to use, SELSUN is applied and rinsed out 
while washing the hair, takes little time. Completely controls 

81-87% of seborrheic dermatitis, 92-95% of dandruff Bbott 


Selenium Sulfide, Abbott cases. In 4-fluidounce bottles with directions. 
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more effective than one 
or two pints of tap water 
or salt solution 


eo . 





FLEET°’ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration .. . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
c. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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KOAGAMIN® 


parenteral hemostat 


S 


in surgery — Given prophylactically in 567 
surgical cases, a single injection of KOAGAMIN 
was found “...to reduce blood loss and to fa- 
cilitate surgical procedures...often obviate[s] 
the use of transfusion....”’* 


in emergency — Acting directly on the clotting 
mechanism, KOAGAMIN arrests any capillary 
or venous bleeding in minutes— not hours, un- 
like vitamin K. 


in inaccessible bleeding By controlling 
hemorrhage of systemic origin, KOAGAMIN 
saves time and blood without the hazard of 
thrombosis or toxic reaction — no untoward 
effect ever reported. 


* Joseph, M.: Am. J. Surg. 87:905, 1954. 
KOAGAMIN, an aqueous solution of oxalic and malonic 


acids for parenteral use, is supplied in 10-cc. diaphragm- 
stoppered vials. 


Zi than) CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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in the treatment of DERMATITIS 


2 an MaRS 


around COLOSTOMIES, FISTULAS and 


ANORECTAL IRRITATIONS 
from fecal and 


urinary incontinence 


Well documented! _ 
Supplied in 1 oz. tubes 
and 1 lb. jars 


— 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N.Y. 





HELPFUL HINTS FOR CONSTIPATION 


IN THE ELDERLY 
DUE TO DRUG THERAPY 











Dear Doctor: 


Constipation may be severe and persistent in elderly pa- 
tients on drug therapy for various conditions, such as hy- 
pertension, gastric ulcer, gallbladder and genito-urinary 
disease, etc. In many instances, the drug produces hypo- 
peristalsis or alters the colon's bacterial flora. This may 
be avoided in your elderly patients on drug therapy, by pre- 
scribing Borcherdt's Malt Soup Extract. 


Malt Soup Extract provides a dietary means for maintaining 
stool softness and will not interfere with medication. 


Stanley Olson 


BORCHERDT MALT EXTRACT CO. 
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Extract™ 
A New Dietary Management for 


—» CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
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organisms. By maintaining a favorable intestinal flora, Malt 
*Speciall d malt extract i i ! 
pecially processed malt extrac Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, l. J. and Frederik, W. S.: Malt 
Soup Extract as a Bowel Content 
Modifier in Geriatric Constipation. Send for BORCHERDT MALT EXTRACT co. 


Journal-Lancet, 73:414 (Oct.) 1953. Sample 217 N. Wolcott Ave. e Chicago 12, Ill. 
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DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 








To revitalize 
cerebral 
metabolism 


in the 
older patient 


a CEREBRAL tonic 


L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich! reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .”? By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This unique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 


Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in vegetable 
juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 
flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


1. Himwich H.E.: Paper presented at American Psychiatric Association meeting, St. Louis, May, 1954. 
2. Lehmann, H.: 27th Annual Conference, Milbank Memorial Fund, New York, Paul 8. Hoeber, Inc., 1962. p. 587. 
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HIS method provides an 
/ ae immediate heal- 
ing and soothing effect”’ Doyle 
reports, and “is a valuable 
therapeutic constituent in the 
management of vaginitis and 
vaginal infections, regardless 
of etiology.”* This worker em- 
ployed Vaginal 
Cream applied locally and found 
it “superior” to the use of sup- 
positories. There were none of 
the “side-effects frequently not- 
ed with synthetic products...’” 


“Premarin” 





LOCAL ESTROGEN APPLICATION GREATLY 
SIMPLIFIES TREATMENT OF SENILE VAGINITIS 


Favors Rapid Healing 

in Vaginal Surgery 
In plastic vaginal surgery in 
the postmenopausal patient, 
local estrogen application 
prior to and after interven- 
tion will restore the atrophic 
and friable mucosa to a more 
youthful state by promoting 
proliferation and vascularity 
of the epithelium. This will 
facilitate the surgical pro- 
cedure as well as favor more 
rapid healing.** 


“PREMARIN” VAGINAL CREAM in a nonliquefying base, is standardized in 
terms of the weight of active, water-soluble estrogen content expressed as sodium 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 874 
— 114% oz. tube with specially designed calibrated applicator; also refill available. 
Complete information may be obtained by writing to Ayerst Laboratories, 22 East 
40th Street, New York 16, N. Y. 


1. Doyle, J. C.: California Med. 71:15 (July) 1949. e 2. Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 
1951. e 3. Hamblen, E. C., in Stieglitz, E. J.: Geriatric Medicine, ed. 2, Philadelphia, W. B. Saunders Com- 
pany, 1949, p. 657. 
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effect 
Ten milligrams of Romilar equal 
fifteen milligrams of codeine. 
Yet Romilar is non-narcotic - 
does not cause nausea, constipation, 
drowSiness, or addiction. 
Tablets; Syrup; Expectorant (with 


Ammonium Hydrochloride). 
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to 


Johnson's 
new elastic hosiery 


look like regular nylons... 


yet give the support you recommend. 
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when healing fails 


in older patients... 


overcome retarding 


— factors with 


oresium 


When healing is at a standstill in decubitus 
or varicose ulcers, CHLORESIUM Ointment 
and Solution encourage the normal repair 
process. Poor local blood supply, common in 
peripheral vascular disease, is often at fault 
—as well as vitamin and protein deficiencies 
or other factors present in older or bedrid- 
den patients. 


CHLORESIUM, containing water-soluble 
chlorophyll derivatives, helps overcome 
these retarding factors. Clinical reports of its 
administration have been widely published. 


For example, one investigator reporting on 
treatment of decubitus ulcers with CHLo- 
RESIUM noted that “...early appearance of 
healthy granulations and progressive epithe- 
lization of these decubiti were marked in 
every instance.””? 


Gentlemen: 


brand of water-soluble chlorophyll derivatives 


In chronic leg ulcers, another clinician ob- 
served “...many patients who had ulcers 
unhealed from one to eight years obtained 
complete healing in six to ten weeks (after 
treatment with CHLORESIUM).”? 


When malodors accompany such conditions, 
the deodorizing action of CHLORESIUM 
Ointment and Solution is reported as “...a 
dramatic reality, attested to by patient, 
nurse, physician and visitors alike....’ 


To see what CHLORESIUM can do for your 
older patients, mail the coupon below. 


(1) Carpenter, E. B.: Clinical Experiences with Chlorophyll 
with Particular Reference to Chronic Osteo- 
myelitis and Chronic Ulcers, Am. J. Surg. 77:167, 1949. 
(2) Boehme, E. J.: The Treatment of Chronic Leg Ulcers with 
Special Reference to Ointment Containing Water-Soluble 
Chlorophyll, Lahey Clin, Bull. 4:242, 1946. (3) Smith, L. W.: 
The Present Status of Topical Chlorophyll Therapy, New York 
J. Med. 55:2041 (July 15) 1955. 
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Cutoresium Soxution (Plain): 2-ounce and 8-ounce bottles, 


Mount Vernon, New York 


Please forward a generous supply of CHLorEsIUuM OINTMENT for use on resistant, foul-smelling lesions, 
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In those patients with borderline or very mild congestive heart failure who can even 
get along without diuretic therapy, any agent producing minimal or intermittent 
diuresis may appear to produce benefit. 
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able and continuously effective diuresis— obtainable only with potent oral organomer- 
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SYMPOSIUM 


Problems of the mind in later life 


FOREWORD 


@ The individual is indivisible; psyche 
and soma are one. Every individual is 
modified by his age, health, and maturity. 
These three aspects of life vary inde- 
pendently of each other. Each is sepa- 
rately amenable to modification by many 
kinds of experiences. Thus the prob- 
ems of the mind in later life cannot be 
segregated from the problems of somatic 
health and disease, the stresses peculiar to 
senescence and senescents, and the emo- 
tional homeostatic capacities developed 
by maturation. 

The relativity of health becomes in- 
creasingly conspicuous with aging. As 
health, both mental and physical, is much 
more than the absence of disease, possess- 
ing quantitative attributes, it is the pri- 
mary purpose of constructive medicine 
to build greater health and thereby pre- 
vent illness and premature depreciation. 
Constructive medicine is anticipatory; it 
is foresight applied. Guidance in nutri- 
tion, hygiene, modus vivendi, education, 
and cultivation of maturation may be 
asked of all classes of physicians. Con- 
structive medicine is not a specialty, 
though it does demand much of the phy- 
sician: comprehension of etiologic fac- 
tors, knowledge of human physiology 


and psychology, insight, foresight, and 
the ability to instruct effectively. 

The absence of clear division between 
health and disease is nowhere more ob- 
vious than in mental functioning in both 
intellectual and emotional realms. Nor- 
mal is most nearly synonymous with 
mediocre; it is near average or mean. 
Gross asymmetry is hazardous. Maximal 
intellectual superiority, or genius, is dan- 
gerously close to disease unless paralleled 
by optimum emotional stability. Homeo- 
static competence is a factor of per- 
sonality maturation. The question of who 
is mentally ill and who is not may hinge 
upon relatively local mores. For example, 
when a patient in a state hospital was 
asked the reason for his commitment, he 
replied: “It is a matter of democracy. I 
felt most of the people in my town were 
crazy; they thought I was. The majority 
won.” This is one of the hazards of origi- 
nality, iconoclasm, and intellectual inde- 
pendence. Nevertheless, these are the 
seeds of progress and their cultivation 
demands courage. 

This symposium on the Problems of 
the Mind in Later Life is a collection of 
the papers presented in Cincinnati on 
January 13, 1956 at the Second Merrell 
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Gerontological Symposium focused on 
Constructive Medicine in Aging. (See 
Geriatrics 10:149 to 188, 1955 for the 
papers of the First Symposium.) Spon- 
sored by the Wm. S. Merrell Company 
and with Dr. Maurice Levine of the Uni- 
versity of Cincinnati as moderator, this 
was a most successful meeting. The six 
contributors whose papers follow are all 
men of exceptional stature in their respec- 
tive clinical and scientific spheres; their 
discussions cover the major areas of this 
immensely complex subject with clarity 
and brevity. 

It would be pointless to discuss the 
individual papers here. Every participant 
emphasized that the core of the problem 
lies in the maintenance of emotional 
equilibrium under conditions of stress. 
Neurotic and psychotic disorders, other 
than those directly consequent to organic 
disease or intoxication of the brain, are 
caused by failure of the homeostatic 
mechanisms to adapt adequately to 


stress. Thus the genesis of mental illness 
involves two types of variable factors: 


the exogenous stresses of life and the 
endogenous homeostatic incompetence. 
Though often similar, the exogenous 
vicissitudes vary individually in char- 
acter, intensity, sequence, duration, and 
coincidence with age changes. The effec- 
tiveness of emotional homeostatic proc- 
esses, largely dependent upon the extent 
of cultivated maturity, is likewise highly 
variable. In other words, success or fail- 
ure in adaptation depends upon the in- 
tensity, nature, and duration of attack 
and upon defensive ability. 

Control of the environment to min- 
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imize the threat of stress is the older, 
conventional technic of approach in pre- 
ventive medicine. Water is purified to 
prevent typhoid fever; swamps are 
drained or oiled to protect us from ma- 
laria. Parents were taught that children 
must be so she!tered that they are never 
exposed to fear. But this sort of pamper- 
ing can be carried to a detrimental ex- 
treme. How can courage be developed 
in the absence of fear? Or active im- 
munity to streptococci if every minor in- 
fection is passively erased by immediate 
administration of antibiotics in massive 
doses? 

Application of graduated _ stresses 
stimulates development of defensive 
mechanisms. This is the newer and as yet 
unappreciated tactic of building defenses 
as a part of constructive medicine. Edu- 
cation of the personality toward maturity 
with its magnificent equanimity is con- 
structive. Planned and graduated ex- 
posure to stress, be it physical or psychic, 
nurtures maturation and increases the de- 
fensive capacity. Identification of the 
predictable stresses of later life is in- 
valuable as a guide in such preparatory 
training, but stress is not necessarily in- 
volved in every constructive experience. 
Careful study of the papers of this 
symposium will be a highly profitable ex- 
perience, free of stress. 

Many of the serious problems of the 
mind in later years are not caused by peo- 
ple growing old too early in life, but 
arise because many of us remain too 
young and immature as we age. 

Epwarp J. Srieciirz, M.D. 
Washington, D. C. 





SYMPOSIUM: Problems of the Mind in Later Life 


Mental adjustment to 


physical changes with aging 
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# I would like to review briefly why the 
study of geriatrics is becoming so im- 
portant, and to mention a few of the 
difficult problems arising because of the 
increase of our aging population. 

There has been an enormous increase 
of persons over 65 and this growth is ex- 
pected to continue for some time. From 
1900 to 1950, our total population almost 
doubled. During this same fifty years, the 
number of persons over 65 more than 
quadrupled, going from 3 to 13 million. 
Compared with this doubling of popula- 
tion, the total number of patients in men- 
tal hospitals has tripled and the number 
of patients over 65 has increased nearly 
ten times. To the psychiatrist, therefore, 
the problem of mental disorders in later 
life is becoming increasingly important. 

This growth in the number of aged 
persons has had a profound effect on our 
whole culture and on our industrial or- 
ganization. Are policies now pursued by 
the government and by industry sound 
or should they be changed? If we are to 
deal with the situation intelligently, we 
must know what physical and mental 
changes occur in aging persons. 

It has been said time after time that the 
aging process begins with the moment of 
conception, and that certain develop- 
ments, changes, and alterations are in- 
evitable with the passing of time. We 
know that the period of infancy, child- 


This paper attempts to correlate 
physical with mental changes in later 
life; discusses the wide variations, both 
in intellectual capacities and emotion- 
al makeup, and the changes produced 
by old age; calls attention to newer 
material showing increase of intel- 
lectual functions up to 50 years of 
age; and points out the variations and 
inconsistencies existing regarding re- 
tirement. 


hood, and adolescence is one of physical 
and mental development, and there is 
little doubt that the changes that occur 
up to the age of 18 or 20 are desirable and 
that the individual is steadily improving 
in all of his physical and mental capaci- 
ties. If, however, we accept Kinsey’s 
findings, the young male of 20 is actually 
past his maximum sexual capacity for 
orgasm. 

The period from 18 to 25, or a little 
later, is considered to be the time of 
maximum physical strength and endur- 
ance. By the age of 30, most athletes in 
sports which require quick reaction time, 
endurance, and gross strength are on the 
decline. According to a recent report, 
the oldest active professional football 
player in the United States is 32 years of 
age. The years from 20 to 40 are held to 
be the period of maximum intellectual 
capacity, and such intelligence tests as 
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the Wechsler-Bellevue allow for declin- 
ing. intellectual capacities after 35. 

There seems to be much greater varia- 
tion in the emotional makeup of the in- 
dividual and less of a general formulation 
of how the emotional life progresses and 
regresses. The small child has strong and 
uncontrolled emotional drives which he 
expresses freely, but, by the time he 
reaches adulthood, he is expected to have 
developed his intellectual capacities and 
to have established a reasonable control 
over his emotions. There is also the gen- 
eral concept that with advanced age the 
emotions again get out of control and 
the individual returns to much the stage 
of the infant. We even have the term, 
second childhood, to describe the changes 
in the older person, both emotionally and 
intellectually. Emotions are much harder 
to measure, however, and a quantitation 
of emotions is still difficult if not im- 
possible. For this reason, we cannot speak 
with the same precision about what hap- 
pens to individuals emotionally as about 
what happens intellectually. 


Physical Changes Affecting 
Emotions and Intellect 
There is a series of physical conditions 
which indirectly affect the intellectual 
function of the individual and his emo- 
tional reactions. All of the special senses 
become less keen. Eyesight is definitely 
affected; the individual beyins in his 40’s 
to lose the ability to accommodate to 
near objects and requires bifocals for 
reading. There is commonly a decrease, 
extremely variable in amount, in hearing. 
Thus the individual sees and hears less of 
what is going on about him. He usually 
recognizes this fact. He may attempt to 
compensate for it or he may withdraw 
in a somewhat depressed and embittered 
fashion. In either case, a personality 
change occurs which is the secondary re- 
sult of these changes in sight and hearing. 
Occasionally, a person will not wear glass- 
es because he feels that it makes him look 
old, or, he may refuse to wear a hearing 
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device. Another important change is loss 
of teeth. Unless this is compensated for 
by excellent dentures, a number of 
changes may occur. He may live on a 
soft, poorly balanced diet, which may 
lead to serious protein, mineral, and vita- 
min deficiencies. This will decrease his 
energy and interest, will cause easy fati- 
gability, and may produce severe emo- 
tional reactions because of the feeling of 
inadequacy and general loss of energy 
and interest. 

With our cultural attitude such that 
everyone wishes to look young, we find 
that some persons are disturbed by loss of 
hair, gray hair, wrinkles, and other physi- 
cal evidence of aging. Here again the 
individual may deal with these changes in 
various ways, some of which are healthy 
and others not. He may go to the plastic 
surgeon to have the wrinkles removed. 
He may wear contact lenses which will 
not indicate the defect in eyesight. With 
regard to teeth, the situation is a little dif- 
ferent, since there is no possible reason 
for not wishing to secure good dentures 
which will also be attractive. Then again 
he may refuse to accept the fact of 
aging. He may use all the artificial de- 
vices possible to look young and, in 
addition, may attempt to act young, in 
a manner which will fool no one but 
himself and which may lead to further 
conflict and feelings of inferiority. 

The sexual life is also affected. We 
know that, in men, there is commonly a 
decrease in sexual capacity. According to 
Kinsey, this decline starts before 20 and 
is more or less steady. Probably, at age 
65, about 50 per cent of men are rela- 
tively or completely impotent. In wom- 
en, according to Kinsey’s findings, there 
is a somewhat different evolution of the 
sex instinct, with a plateau of sex ability 
until about the age of 55. This can be, 
and frequently is, affected by psycho- 
logic factors. Many women assume that, 
with the menopause, they will no longer 
be able to enjoy sexual experiences, and, 
as a result of this emotional attitude, can- 





not do so. However, by 65 there is a 
noticeable drop in the sex capacity in 
women as well as in men. As a result, 
there has been a good deal written re- 
cently about the “third sex” or “neutral 
gender.” Such articles make the claim 
that the decrease of gonadal secretions 
coincides with a falling off of the male 
or female sex characteristics, and that, at 
about 60 to 70, a person begins to lose his 
sex identity, as far as the physiology of 
the body is concerned, and, in part, as 
regards the psychology. 

With this loss of sex capacity, many 
persons become quite depressed. Fre- 
quently, the old person indulges in a lot 
of fruitless sexual fantasies, which do 
nothing more than stir him up and make 
him more aware of his inadequacies. A 
large number of the cases of sex offenses 
with small children are found in such old 
men. Men who are relatively or com- 
pletely impotent and who, because of 
their inability to obtain an erection, feel 
inadequate to making any sort of sexual 
approach to a grown woman, may resort 
to fondling little girls for a sort of vi- 
carious sexual thrill. Here we have a mix- 
ture of both the original organic defect 
and the secondary results when the in- 
dividual realizes that age has brought loss 
of an important function. 

It should be pointed out that the loss 
of the sex drive is not regarded as a se- 
rious problem by some persons. They 
feel that they are freed from what may 
have been quite disturbing and upsetting 
drives, and that activities can be directed 
into other channels. Thus this change 
may give serenity to some persons, but 
in others may cause emotional turmoil, 
depression, or even final resort to suicide. 
All this again emphasizes the tremendous 
variation of individual reactions to the 
same apparent change. 


Individual Variation in Mental 
Ability 


In any attempt to study mental changes 
in aging persons, it is important to em- 


phasize the great individual differences 
that occur in intellectual and emotional 
make-up. Almost as important is the 
great variability in rate at which mental 
capacity is lost. This individual variation 
in innate ability and rate of loss makes 
any generalization difficult. As Crook 
has expressed it, “In any representative 
group of normal older people, aged 60 to 
80, you are sure to find a sizable propor- 
tion who are actually faster than the av- 
erage of any young group, in any mental 
function which can be measured.” No 
two persons start life with identical en- 
dowments and they do not develop or 
deteriorate in exactly the same manner 
or at exactly the same speed. 

We need further clarification of the 
use of the term intelligence. Thorndike 
has said that intelligence is that which is 
measured by standard intelligence tests. 
Another definition of intelligence is the 
ability to learn and to solve new tasks. 
There are certain capacities labeled wis- 
dom or judgment, which cannot be tested 
adequately by present tests but which are 
really a special part of intelligence and 
are often more highly developed in old 
persons. Standard intelligence tests, there- 
fore, do not measure all of these intellec- 
tual capacities. This point must be kept 
in mind in the discussion which follows. 

It is difficult to separate completely 
the mental processes from the physical, 
but we can describe the physical changes 
of aging and then see how some of these 
changes correlate with and perhaps cause 
the mental changes. 


Correlation Between Physical and 

_Mental Changes 
The rate at which the individual burns 
up his body tissues as measured by oxy- 
gen consumption decreases with each 
decade of life. Throughout life, this rate 
is higher in men than in women. It is 
possible that women live longer than 
men because they do not burn up their 
body tissues as fast. At any rate, the en- 
ergy output of the individual lessens with 
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each decade. This seems in accord with 
the universal idea that small children and 
even adolescents have limitless energy 
and that the output decreases steadily the 
older they grow. 

Here there seems to be a correlation 
between physical and mental. The speed 
of physical and mental reactions de- 
creases with age. This slowing of reac- 
tion time is an important factor in ath- 
letics and, although it has no real effect 
on intellectual attainments, it is an im- 
portant cause of decreased scores on 
standard intelligence tests, since many of 
these tests limit the time for answering. 
A person’s general knowledge, reasoning 
ability, and memory may be unaffected, 
but he will receive a lower score because 
of the time limit set by the test. 

We may also raise the question about 
intellectual activities which are carried 
out continuously. We are all familiar 
with the person who keeps himself in 
excellent physical shape by appropriate 
exercise, diet, and so on. Does intellectual 
exercise keep the individual in excellent 
mental condition? Does suitable and ap- 
propriate use of the mind keep intellec- 
tual powers functioning with minimum 
loss? There is strong evidence that mental 
activities, which are carried out regu- 
larly and habitually, tend to be preserved 
and show a slower rate of decline. A cer- 
tified accountant or bank teller, even 
when 65 or 70, may solve simple arith- 
metic problems more rapidly and accu- 
rately than younger persons of equal or 
superior intelligence. 

Let us look at other physical and men- 
tal factors. We know that, by 25 to 30, 
the brain has reached maximum size and 
that, by 35, definite atrophy will have 
set in. We also know that, except for the 
heart, nearly all the organs of the body 
start to atrophy at some time between 
30 and 35. Can we establish any correla- 
tion between such atrophy and mental 
functioning? We know that there are 
many so-called silent areas in the brain 
and that there can be considerable loss of 
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brain tissue without any apparent loss of 
mental functioning. We know that, for 
the ordinary human being, one kidney 
will take care of physiologic needs and 
that one testicle or one ovary will suffice 
for the internal secretions, a normal sex 
life, and copulation. Has nature been 
equally lavish with its supply of brain 
cells, and does the dropping out of cells, 
starting at about age 35, have no real 
effect on brain functioning until great 
atrophy has occurred? 

Autopsy findings in persons dying at 
advanced ages show little correlation be- 
tween mental symptoms and brain 
changes. Many cases that showed pro- 
found deterioration show only moderate 
brain damage at autopsy, and many cases 
with excellent preservation of mental ca- 
pacities until death at 70 or 80 show de- 
cided brain changes. 

What effects do changes in other or- 
gans have? For example, we know that 
the liver is an important detoxifying or- 
gan. Is atrophy of the liver connected 
with decrease of detoxifying power, and 
thus with production of toxic conditions 
that interfere with normal mental func- 
tioning or normal emotional states? Since 
alcohol is broken down mostly in the 
liver, does the older person’s decreased 
tolerance to alcohol link up with decrease 
in size of the liver? 

Certain specific abilities seem to be 
lost gradually as part of the aging proc- 
ess. Memory seems to show a progressive 
loss from about 30 years onward, coin- 
ciding with, and possibly caused in large 
part by, atrophy of the brain. However, 
memory depends, at least to some extent, 
on the intensity of an experience and the 
person’s interest in it. Thus, loss of mem- 
ory may be partly caused by the loss of 
interest and lessened intensity of feeling 
which comes with increasing age. In the 
typical old person, memory loss is slight 
for childhood experiences, but much 
greater for newly learned material. 

Learning ability decreases with age. 
One reason is that new learning may re- 
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quire breaking down of long-established 
patterns. This is more difficult for the old 
than for the young person, who has not 
had his habits established for so long a 
time. Again, learning ability is directly 
related to intensity of interests. Older per- 
sons often feel that, since the remaining 
life span will be quite short, there will be 
little opportunity or need for newly ac- 
quired knowledge or technics, hence they 
do not try to learn. 

Reasoning ability and perception of 
spatial relations show definite deteriora- 
tion with age. When the individual is 
called upon to deal with unfamiliar ma- 
terial or conditions the deterioration is 
quite noticeable. At any age, reasoning 
ability and awareness of spatial relation- 
ships are the abilities which tend to show 
the greatest loss with diffuse cerebral 
pathology. In general, verbal ability de- 
creases less with age than do most meas- 
urable abilities. This is particularly true 
of vocabulary, general information, and 
verbal comprehension. Vocabulary tests 
reveal fewer signs of deterioration in the 
aged than do most of the standard in- 
telligence tests. 

Imagination, judgment, and wisdom 
seem to be affected to a more variable 
degree than are most functions. Many 
older persons have profound judgment 
and wisdom, and seem to belong prop- 
erly in the councils of government and 
on the bench. Unfortunately, other per- 
sons of the same age show noticeable de- 
crease in these functions and are entirely 
unsuited for such positions. 


When Does Intellectual Decline Begin? 


Although there seems to be universal 
agreement that age brings some decrease 
in intellectual functions, certain recent 
material makes it doubtful that intellec- 
tual deterioration starts in the 30's. 
The first point is that going through a 
population and taking random samples 
tells us only what older and younger per- 
sons are like at the present time. It does 
not tell us what the present younger gen- 








eration will be like twenty, thirty, or 
forty years from now. Studies show that 
scores on standard intelligence tests in- 
crease with greater schooling. 

Because of their better schooling, veter- 
ans of the second world war made higher 
intelligence scores than veterans of the 
first world war. The many excellent 
studies made on samples of the entire 
population are therefore criticized for 
drawing certain conclusions. Sampling 
the population will show more schooling 
in younger than in older persons, and 
higher 1.Q.’s with increase of schooling; 
therefore the many studies which show a 
gradually decreasing score for older per- 
sons cannot be used to predict what will 
happen to our present group of younger 
persons as they grow older. Only longi- 
tudinal studies will bring the correct an- 
swer. In order to plot the correct curve 
or decline of intellectual capacity, the 
same person must be studied from 20 to 
80. Since such a study would take sixty 
years to complete, we can see why we do 
not have any reports of this character. 
However, the few interesting studies that 
have been made suggest that our accept- 
ed standard of decline of intellectual ca- 
pacities is not valid. But all these studies, 
so far as I know, concern persons of 
superior intelligence. Therefore this may 
be what happens only in a selected group 
and not something that is universal. 

One very interesting paper is that of 
“Age and Mental Abilities: A Longitudi- 
nal Study,” by William A. Owens, Jr., 
appearing in the Genetic Psychology 
Monographs for 1953. This study is lon- 
gitudinal in that 127 men who had been 
given the Army Alpha Form 6 Test as 
an entrance test at lowa State College in 
January 1919, had this test repeated thirty 
years later. The author concludes: (1) 
There were significant increases in score 
on the Practical Judgment, Synonym- 
Antonym, Disarranged Sentences, and 
Information subtests. (2) There was a 
significant increase in the total Alpha 
score. (3) There was no significant de- 
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crease in score on any subtest. With re- 
spect to the effects of the given age in- 
crement upon individual differences and 
trait differences it was noted that trait 
differences remained remarkably con- 
stant, but there were some significant de- 
creases and increases in special subtests. 

Bayley and Oden reported recently on 
the testing of 1,103 adults who were last 
tested twelve years ago. Of this number, 
768 have been followed since their se- 
lection in 1921 to 1923 as part of the Ter- 
man study of intellectually gifted chil- 
dren, and the other 355 are spouses of 
these persons. Results of the later test 
show that the type of intelligence tested 
by the Concept Mastery Scaie has con- 
tinued to increase through age 50. These 
tests do not measure speed, nor do they 
cover the later ages at which real se- 
nescent losses in intellectual functions 
may appear. 

The tests show, specifically, that this 
type of knowledge and ability improves 
in superior adults from age 20 to age 50; 
that the improvement, although about 
equal for all levels of occupation repre- 
sented, occurs to a greater extent among 
the middle occupational classes; and that 
the higher-scoring groups show the 
greater gains on the retest. In both mean 
scores and gains in scores, the rank order 
is: (1) gifted study men; (2) gifted study 
women; (3) husbands of subjects; and 
(4) wives of subjects. The general tend- 
ency for increased scores in the most 
highly intelligent persons is cut off at the 
top by a ceiling; it is therefore impossible 
to say whether, with more top, these per- 
sons would have gained in score or 
whether they had already reached their 
upper limit. 

The authors recommend that intellec- 
tual changes after 50 should be similarly 
investigated, and predict “that there will 
be great individual differences in the age 
of onset of senescent decline.” 

From such studies, we may conclude 
that, leaving out possible decline due to 
decrease of speed, the measured intelli- 
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gence of persons of superior intelligence 
increases rather than decreases from 20 
to 50. This great difference in scoring ob- 
tained by these longitudinal studies from 
scoring obtained by sampling the entire 
population at various age levels suggests 
that we may have to revamp our whole 
concept of what happens in the three 
decades from 20 to 50. Only when we 
get further longitudinal studies going be- 
yond the age of 50 will we be in a posi- 
tion to question present findings regard- 
ing deterioration after 50. 


Use of Qualified Older Workers 


Although certain facts have been estab- 
lished regarding the intellectual and emo- 
tional changes in later life, the great in- 
dividual differences in personality, rate 
of brain atrophy, and rate of intellectual 
decline make it difficult to generalize. We 
have not yet been able to differentiate 
clearly the changes that are a part of the 
normal aging process from those that are 
the results of specific physiologic, psycho- 
logic, and cultural factors. Until we un- 
derstand this process better, our technics 
for treatment and for prevention will not 
develop very far. 

Good evidence from longitudinal 
studies shows that persons of superior 
intelligence increase in their intellectual 
capacities until the age of 50; but there 
is a lack of studies to show what will hap- 
pen to these same persons after 50. 

We are spending large sums of money 
to retrain the handicapped so that they 
can be again fully employed, but are 
doing nothing about our largest group of 
handicapped individuals—those who are 
being retired at ages 60 to 70. There is 
strong evidence that many of these in- 
dividuals are better fitted for certain 
types of work than are younger persons. 
A large percentage of those being retired 
do not desire it, and such retirement is 
damaging physically and mentally. 

At the present time, the oldest United 
States senator is Theodore F. Green of 
Rhode Island, who is 88. Senator George, 
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the Democratic majority leader of the 
Senate, is 77. The Congressional Quarter- 
ly Almanac for 1954 gave three members 
of the House of Representatives as 79, 
so that they are now at least 80 years of 
age. Speaker Sam Rayburn was 74 on 
January 6, 1956. Members of the United 
States Supreme Court are considerably 
younger than at the time when President 
Roosevelt spoke of “nine old men,” but 
one judge is 73 and another is 71. Oliver 
Wendell Holmes died while still a mem- 
ber of the Supreme Court at the age of 91. 

The executive branch of our national 
government has never approached the 
extreme ages recorded in both the legis- 
lative and the judicial branches. The old- 
est age recorded was for Presidents Jack- 
son and Buchanan, each of whom was 
within a few days of his seventieth birth- 
day at the close of his term. It is interest- 
ing to note that if Dwight Eisenhower is 
re-elected he will be 70 years, 3 months, 
and 6 days old when he finishes his second 
term, thus making him the first president 
of the United States to reach 70 years of 
age while in office. There are no legal 
restrictions against electing a president 
or member of Congress or appointing a 
federal judge because of old age. 

I would like to raise this question: If it 
is sound policy for industry to retire per- 
sons at 65 and for federal and state gov- 
ernments to retire employees by at least 
age 70, how can we justify having no 
retirement rules for the persons holding 
the most important positions in the coun- 
try—in the executive, legislative, and ju- 
dicial branches of the government? Here 
is an inconsistency which might well be 
investigated. Either a lot of men in in- 
dustry and government are retired earlier 
than is necessary or desirable, or else a lot 
of legislators and judges are being kept 
on too long. The only group of persons 
who are not subject to retirement, out- 
side of those already mentioned, are cer- 
tain professional persons and some self- 
employed persons such as farmers and 





housewives. It seems probable that pre- 
mature retirement causes an annual loss 
of output in industry of over 5 billion 
dollars. Shyrock estimates that by 1960, 
if present retirement policy continues, 
1,000 economically active persons from 
20 to 64 will be supporting between 165 
and 169 dependent persons aged 65 or 
over. According to a recent report, of 
those who retire from their jobs at 65, 
over 56 per cent are forced to do so and 
only 9 per cent retire because they want 
the leisure time. 

We do not know yet whether the 
mental disorders in old age, presumably 
caused by cerebral arteriosclerosis or by 
senile changes in the brain, are inevitable 
or whether they can be prevented or at 
least modified. We do know that there is 
no satisfactory correlation between se- 
verity of mental symptoms and the 
amount or location of brain changes and 
arterial changes. We are developing a 
more optimistic view about treating 
these mental disorders of old age. Many 
of them seem to be the reactions of 
somewhat handicapped persons to situa- 
tions in life and thus may be open to 
modification. In other words, they are 
not explained by the simple changes of 
old age. 

I would, therefore, like to sound an 
optimistic note and to make a plea for 
doing more for aging persons, many of 
whom can be employed with very little 
effort. Probably at least 10 to 20 per cent 
of those who are being forcibly retired 
are persons of superior capacities who 
will perform better than the average. 
From the standpoint of mental hygiene, 
I also wish to emphasize the harmful ef- 
fects of forcing retirement on persons 
who wish to continue active work and 
who can contribute something to society 
by their efforts. From the psychiatric 
standpoint, the whole field of geriatrics 
is in its infancy. Much more research is 
needed, but with our present knowledge 
it is possible to do a great deal. 
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SYMPOSIUM: Problems of the Mind in Later Life 





Age introduces stress into the family 


FRANKLIN G. EBAUGH, M.D. 


DENVER, COLORADO 


Do not go gentle into that good night, 
Old age should burn and rave at close of day; 
Rage, rage, against the dying of the light. 
Dylan Thomas 
So may’st thou live, till, like ripe fruit thou 
drop 
Into thy mother’s lap, or be with ease 
Gathered, not harshly plucked, for death 
mature: 
This is old age. John Milton 
* These two quotations seem to me to be 
remarkably apposite in describing how 
men frequently approach old age, and 
how they should approach it. The basic 
factor in old age is the attitude of the 
person concerned; all else is second- 
ary. Of course, there is complementary 
interaction between the attitudes of the 
old person and the attitudes of those in 
psychologic relationship to him, but in- 
dividual experiences are the primary de- 
terminants of old age reaction. Dr. Busse 
and his colleagues report that the well- 
adjusted young person ages into a happy 
and effective old person.’ It is interesting 
to note that Dr. Busse has proved scien- 
tifically an hypothesis first presented by 
Cicero in his essay on old age, De Sen- 
ectute: 


FRANKLIN G. EBAUGH js Clinical professor of psy- 
chiatry, University of Colorado School of Med- 
icine, Denver. He was formerly director of the 
Colorado Psychopathic Hospital. 
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Man becomes, in a sense, what he has 
been—his old age adjustments are very 
much those of his childhood and 
youth and his old-age fears and anxi- 
eties are likely to be reactivations 
from childhood. There are also the 
factors of complementary adjustment 
in the home situation and adjustment 
to general social and retirement prob- 
lems. 


Those with simple desires and good dispo- 
sitions find old age easy to take. Those who 
do not show wisdom and virtue in their youth 
are prone to attribute to old age those in- 
firmities which are actually produced by 
former irregularities. 


In the absence of any organic factors 
likely to produce personality change, the 
old person will reiterate his early patterns 
of adjustment: a stable early adjustment 
will lead to a stable late adjustment, and 
vice versa. There will either be Milton’s 
graceful acceptance of the inevitable, or 
Thomas’ rage and invective. From what 
we know of the respective lives and 
deaths of these two men, it is not sur- 
prising to find Thomas fighting against 
death as he fought against life and Milton 
showing reason and dignity. It is with the 
factors that lead to the “Thomas” or to 
the “Milton” attitude that I shall concern 
myself in this short paper. 
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Concepts of Old Age 


America is traditionally called a young 
country and certainly we place emphasis 
upon youth, upon action, upon vigor, 
upon “know-how.” Our society is youth 
conscious, but perhaps our rightful insist- 
ence upon the importance of youth has 
led us to a narrow and negative attitude 
toward old age, to the extent that we 
cannot accept old age as benign, but only 
as malignant. By this I mean that we, as 
individuals, cannot grow old gracefully, 
nor can we, as individuals, accept old age 
gracefully in others. There are excep- 
tions, of course, and I am aware that I 
am generalizing, but I make no apology 
for this. Detailed studies to prove this 
are presented frequently in the geriatric 
and sociologic journals. 

We have lost that reverence for old 
age which is seen so clearly in some ori- 
ental societies. Shinfuku reports that the 
rate of psychosis, neurosis, and general 
personality disturbance among the aged 
in Japan is far lower than in Europe or 
in America.? In a study of 60,587 psy- 
chiatric patients, it was noted that after 
the age of 55, the incidence of psychosis 
decreases with increasing age. It is not 
difficult to find important social and 
philosophical reasons for this phenome- 
non. First, in common with many orien- 
tal patriarchal societies, the old are re- 
vered and respected in Japan, with the 
result that old age has decided positive 
aspects and assets. Second, the prevailing 
Buddhistic philosophy concerning aging 
and death is worth a whole geriatric sym- 
posium in itself. Thus, in such a society, 
although there are the problems of se- 
nescence, there are few problems of psy- 
chologic adjustment to the normal aging 
process. 

In occidental society, we have stressed 
the concept of youth at the expense of 
the concept of age. Old age has become a 
stress concept, not only to the old person 
but to those with whom he is in a close 
psychologic relationship. 





Reasons for Unhappiness 


There have been suggested four main 
reasons of unhappiness in old age. Again 
I quote from Cicero, because later in- 
vestigations have simply elaborated upon 
or modified these propositions: 


1. Old age incapacitates man for activity 
in world affairs. 


2. Old age produces great body infirmities. 

3. Old age prohibits sensual gratification. 

4. Old age marks the close approach of 
death. 


If we substitute “outside, social, or 
business interests” for “world affairs” in 
proposition one, we find that Cicero has 
stated quite simply the problems facing 
the old person today. Cicero, of course, 
has stated problems, not insurmountable 
obstacles. Too often the old person sees 
as insurmountable obstacles what are, in 
reality, mere problems of adjustment. 
Interest in external affairs is commonly 
seen in well-adjusted, happy old people. 
Dr. Busse? has shown that the recreation- 
ally active, or gainfully employed, old 
person is more intact psychologically 
and neurophysiologically than the re- 
tired or dependent old person. Thewlis 
also comments: 


To lose interest in life ages one mentally as 
well as physically; monotony induces prema- 
ture senility. One observes old people sitting 
motionless, staring into space or lost in mem- 
ories, rusting away, waiting for death. Such 
people are often in sound health, but they are 
not flexible enough to grow old gracefully, a 
process which implies mental readjustment. 
To salvage them, one must fill their time, re- 
vive their interest in life, encourage them to 
use their hands and their brains.* 


Stress Factors in the Home 


Such prophylactic measures are, of 
course, an indispensable factor of all ger- 
iatric planning, but most old people are 
catered for at home where there may be 
little or no awareness of these things. 
Stress is frequently introduced into the 
home situation by the presence of an old 


person. 
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FEAR OF OLD AGE 


The old person is plagued by fears of 
physical infirmity, loss of economic se- 
curity, approaching death, indifference 
of children, loss of friends and social 
contacts, loss of capacity for sensual grat- 
ification, and, above all, by the fear of 
useless loneliness. The reaction pattern 
of the old person has a complementary 
reaction pattern in those caring for him. 
They are afraid of loss of freedom, the 
necessity for caring for a potential chron- 
ic invalid who can easily become a neu- 
rotic tyrant, economic hardship, and the 
necessity for controlling resentment 
against the old person who disrupts a 
stable family routine and adjustment. 

When these sets of fears meet, stress 
and tension are unavoidable. Stress may 
accrue from one such set of attitudes if 
there is no understanding at the other 
side of the relationship. The young and 
middle-aged naturally resent the old in 
our culture, for the reasons specified. 
There is also fear—unconscious, irrational 
fear. The old person may touch off anx- 
ieties in others—the hidden fears of death 
and disintegration which lurk within us 
all. We reject the aged because they re- 
mind us of death. This is repellent and 
unacceptable in our culture, where the 
accent is on living each precious mo- 
ment to the full, where time must be 
saved by ever-increasing speed, and 
where, in fantasy, we continue to search 
for the fountain of youth. 


REACTIVATION OF EARLIER ANXIETIES 


Another stress factor is noted when the 
aging process touches off or reactivates 
earlier anxieties. Age may produce a 
crumbling, not only of physical defenses 
but also of psychic defenses. The adjust- 
ment of a lifetime may insidiously weak- 
en and disintegrate, revealing anxiety, 
depression, or even psychosis. Neurosis 
and psychosis among the aged are much 
more common than is supposed. The 
process of aging may disrupt and disturb 
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psychic homeostasis, leading to a break- 
down in the adaptive patterns of a life- 
time. The fear of death itself may become 
pathologic and lead to severe personality 
disturbance. As Bacon puts it in his es- 
say, Of Death: “Men fear death as chil- 
dren fear to go in the dark; and as that 
natural fear in children is increased with 
tales, so is the other.” 

The old person, suffering loss of 
friends and social contacts, may with- 
draw into himself, to brood and to nurse 
imagined grievances. Every effort must 
be made to keep the old person socially 
active. He must be made to feel that he is 
a socially useful member of his com- 
munity; that age has its responsibilities, 
obligations, and honest toil; and that he 
is not just something to be “looked after.” 

Chronic invalidism may be an uncon- 
scious attempt on the part of the old 
person to dominate, to gain attention, or 
to work out aggressive problems and im- 
pulses. The neurotic invalid can exhaust 
a household or even destroy completely 
family stability and adjustment. This un- 
happy kind of situation invariably be- 
comes progressively worse, until an en- 
tire family may lose the adaptive patterns 
that have stood it in good stead for years. 

There are good and cogent reasons 
why the problem of aging must interest 
us more and more. Pauline Rosenthal, 
writing on “Second Childhood,” says: 

The aging and the aged are, for an impres- 

sively sustained period in our time, engaging 
the attention of eminent men in various fields. 
The sociologists remind us that the old are 
with us in increasing numbers; the politicians 
are aware that they represent a formidable 
‘percentage of the voting population; the 
economists warn us that they are progressive- 
ly expensive; and the philanthropists insist 
that we all share the burden. Enlightened 
medical practice continues to salvage more 
and more human material for which there is 
as yet no organized provision in our ambiv- 
alent culture. 


WANING OF SEXUAL FUNCTION 


Another stress factor is, of course, the 
waning of sexual vigor and potency. This 




















is likely to be a greater problem with men 
than with women, although some women 
are surprised and embarrassed to note a 
heightened and intensified erotic drive 
after the climacteric. Masters and Ballew 
state: 

The fundamental concept upon which our 
entire investigative effort has been based is 
the conviction that there is a third sex exist- 
ent in our society today. This so-called “neu- 
tral gender” may be considered to encompass 
roughly all persons who have reached an 
average age of 60... 

. . . The neutral gender age of 60 is ap- 
proached by both men and women with an 
essentially intact humoral mechanism, if we 
discount the relatively ineffectual residual 
function of the gonads. In other words, we 
are essentially intact during our 60’s and per- 
fectly capable of functioning, from a humoral 
point of view, as efficiently as much younger 
persons, except that we are essentially cas- 
trates. Thus we have the delineation of a 
third sex as we enter the last ten to twenty 
years of our expected life span. 

To the man who has been neurotically 
insecure concerning his masculinity, the 
aging process may be too devastating to 
allow of stable adjustment. 


RETIREMENT 


Problems and additional stress factors 
may result from retirement. Many people 
make no adjustment for this and expect 
to shift from the habits and practices of a 
lifetime into unaccustomed retirement. 
In his essay, The Superannuated Man, 
Charles Lamb remarks, “Let me caution 
persons grown old in active business, not 
lightly, nor without weighing their own 
resources, to forego their customary em- 
ployment all at once, for there may be 
danger in it.” Other interests, hobbies, 
social contacts, and substitute activities 
are essential if a smooth transition from 
one state to the other is to be achieved. 

In an interesting study of the retire- 
ment problem in American society, Clark 
Tibbitts notes that retirement in our cul- 
ture pattern is largely an epiphenomenon 
of our advanced technologic society with 
its emphasis on discovery and invention.° 
The growing life expectation is seen in 





conjunction with changing social roles. 
We live longer, certainly, but we are 
living longer after the time when we ex- 
pect the adult to give up, as gracefully as 
possible, some of his major social and 
personal responsibilities. Tibbitts says: 
Fairly numerous studies of the adjustment 
of various occupational and population 
groups of the retired show that the principal 
problems faced by the individual are main- 
tenance of income to meet the requirements 
of active and healthful living; discovery of 
new occupations or social roles; finding op- 
portunity for social contacts, companionship, 
and affection; maintenance of health; and pro- 
curement of suitable living arrangements. Al- 
though most studies show that the majority 
of older persons adjust well, large numbers 
are bewildered and confused and frustrated 
in their efforts to retain and find useful roles, 
social contacts, and security. 


The story is told that Sir Winston 
Churchill, after his recent severe illness, 
was attending a banquet accompanied 
by, and under the watchful eye of, his 
personal physician, Lord Horder. When 
the brandy was passed, Sir Winston asked 
Lord Horder if he might have a glass. 
The physician conjectured that to do so 
might be bad for him. Sir Winston 
boomed in reply, “Worse, sir, than to 
upset the inexorable routine of a life- 
time?” Lord Horder bowed in defeat. 

Sometimes the imagined well-earned 
rest of retirement may be too much of 
an upset to the habits of a lifetime. In 
the professional and self-employed class- 
es, retirement at a specific age is not the 
accepted, or expected, practice. When 
it is accepted, there is usually a shift of 
interest into social or community work. 
The person who retires casually because 
it is the thing to do and who has made 
no psychologic and social preparation for 
this new status is begging for trouble. To 
quote again from Tibbitts: 

Retired individuals, gradually bereft of 
companionship, characteristically become 
lonesome, complaining, and self-centered and 
may make excessive demands on children, 
physicians, case workers, ministers, and oth- 


ers. Their children, who must devote their 
energies to their own young find themselves 
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burdened with salvaging the social life of the 
older generation. Feelings of guilt and serious 

family problems result.® 

Old age not only brings withdrawal of 
libidinal interest in work—loss of “opero- 
tropic” interest, to use Szondi’s expres- 
sion—but also denial of the role of home- 
maker, provider, and parent. To the well- 
adjusted person, this may come as a slow 
and pleasant relaxation, a period of look- 
ing fondly on a job well done. To the 
unstable person, this period may be one 
of gradually increasing tension, charac- 
terized by the symbolic questions: Why 
have my children left me? What is my 
reward for all my toil? Bitterness follows, 
and there is often the beginning of sense- 
less, frustrating, exhausting family quar- 
rels. 
Preparation for Old Age 


One final point | would make: it is my 
conviction that the person who has kept 
his mind active, acquisitive, curious, 
thirsty for knowledge, has, other factors 
being equal, the best chance of enjoying 
and being creative in old age. It is hard to 
think of such men as George Bernard 
Shaw, Bertrand Russell, or Bernard Ba- 
ruch as ever growing old, for they are 
too busy mentally. The old person who 
can interest himself in philosophy, or 
chess, or reading the works of the great 
writers need never feel lonely or unoccu- 
pied. Many years ago, as a lad of 18, 
Owen Feltham wrote an essay, incredibly 
insightful and understanding for one so 
young, entitled, The Misery of Being 
Old and Ignorant, in which he said: 
A gray head with a wise mind enriched by 
learning is a treasury of grave precepts, ex- 


perience, and wisdom. He that can read and 
meditate need not think the evening long or 
life tedious. It is at all times employment fit 
for a man. But ignorant old age is the worst 
picture that time can draw of man. Tis a 
barren vine in autumn, a map of mental cor- 
poreal weakness, not pleasing to others but a 
burden to himself. . . . Knowledge is the 
guide of youth, to manhood a companion, 
and to old age a cordial and an antidote. If | 
die tomorrow my life today will be somewhat 
the sweeter for knowledge. 


Conclusions 
Age brings stress into the family by rea- 
son of these main groups of factors: (1) 
physical infirmity, or senescent factors; 
(2) factors within the personality dy- 
namics of the individual old person, and 
(3) factors within the family and social 
relationships. 

I am not too concerned with the first 
category, although we recognize that 
any physical illness has its attendant psy- 
chologic features. In the second group, 
we are concerned with the individual 
personality dynamics and developmental 
adjustments in the life span of the person. 
Man becomes, in a sense, what he has 
been—his old age adjustments are very 
much those of his childhood and youth 
and his old age anxieties and fears are 
likely to be reactivated from childhood. 
The third factor deals with all the prob- 
lems of complementary adjustment in 
the home situation and is fraught with 
potential psychologic danger to all con- 
cerned, if there is no grasp of the prob- 
lems involved. This factor also deals with 
the problems of retirement, loss of social 
status, and with the obvious need for 
substitute activities and interest. 
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Consequences of anxiety: 


the emotions and the heart 


EDWARD WEISS, M.D. 


PHILADELPHIA, PENNSYLVANIA 


® Despite the enormous incidence of 
cardiovascular disease, the majority of 
patients who have symptoms referred to 
the heart region do not have evidence of 
organic heart disease. The reason is not 
hard to find. From time immemorial, the 
heart has been regarded as the seat of the 
emotions. It is also the organ of sudden 
death, so it is little wonder that it should 
serve as a focal point for anxiety. No 
other body organ is used so frequently as 
a symbol for love and hate, and _ this 
should lead us to think of the emotional 
significance of disturbances involving the 
heart. As a symbol of love we are familiar 
with the use of the expressions “warm- 
hearted,” “loving with all my _ heart,” 
“heartfelt,” and of the heart “bounding 
with joy.” But we also speak of being 
“heavy-hearted” and of “the heart grow- 
ing weary.” Then, too, we refer to the 
“faint-hearted” and the ‘“chicken-heart- 
ed”; or think of the heart “racing with 
fear” and “fluttering or trembling.” Hate 
and hostility are expressed in such terms 
as “‘hard-hearted,” “heartless,” and “cold- 
blooded.” An unhappy person is spoken 
of as suffering from “heartache.” 


EDWARD WEISS, former president of the Ameri- 
can Psychosomatic Society, is professor of clin- 
ical medicine at Temple University Medical 
School, Philadelphia. 


Because the heart has long been re- 
garded as the seat of the emotions 
and is also the organ of sudden death, 
anxiety is frequently attached to that 
organ. Cardiac neurosis may be the 
result, both in people with normal 
hearts and in those with diseased 
hearts. It is more serious in the latter 
instance, because it may help bring 
about heart failure. It may also be re- 
sponsible for symptoms attributed to 
hypertension and frequently compli- 
cates the problems of myocardial in- 
farction. 


Do these expressions have any real 
meaning from the standpoint of psycho- 
pathology? Is there any actual relation 
of anxiety and the anxiety attack to dis- 
orders of the heart and the cardiovascu- 
lar system? The answer obviously is 
“ves.” Anxiety neurosis stands in close 
relation to physiologic changes and is 
therefore of utmost significance to all 
branches of medicine. This relation to 
physiologic changes is especially close in 
the cardiovascular system and is respon- 
sible for the concept of cardiac neurosis, 
or neurocirculatory asthenia. However, 
from the standpoint of the practical man- 
agement of these disorders, I think that 
the use of the term “neurocirculatory 
asthenia” does more harm than good. It 
calls attention to a part when the disorder 
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is one of the whole. It implies that the cir- 
culation is somehow at fault. My feeling 
is that medicine would be better off with- 
out the term “neurocirculatory asthenia,” 
which only confuses the patient and 
often leads the physician to feel that he 
understands the disorder because he has 
given it an imposing name. There is less 
objection to the term “effort syndrome” 
—which leaves the way open for further 
investigation rather than closing the sub- 
ject with a pretentious name—even 
though the symptoms are not confined 
to exertion. 

The designation “neurocirculatory 
asthenia” appeared on the horizon about 
the time when “shell-shock” was at the 
height of its popularity. The former 
seems to me just as bad a name as the 
latter because it is based on a misconcep- 
tion and perpetuates invalidism. If one 
refers to an illness of emotional origin in 
terms of organic disease, one fosters neu- 
roticism. If it is called a disorder and 
explained in terms of behavior, the pa- 
tient is immeasurably better off. To use 
an analogy pertaining to another part of 
the body: we have seen the rise and fall 
of the term “colitis” and the evil effects 
of giving this name to a neurotic patient 
with an “irritable bowel” syndrome. 
Neurocirculatory asthenia is just as bad 
a name as “colitis,” and “irritable heart” 
is worse than “irritable colon,” because 
people are more concerned about the 
heart than the colon. It is the person who 
is at fault and not the colon, and the same 
is true in regard to the cardiovascular 
system in the patient with neurocircu- 
latory asthenia. 

Since neurocirculatory asthenia does 
not exist without neurosis or character 
disturbance, I suggest that the condition 
be called neurosis, using the proper 
psychiatric designation, and adding quali- 
fying terms if necessary. 


“Functional” Heart Disease 
Cardiac neurosis arises in predisposed 
persons who have been subjected to a 
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precipitating factor. Such persons carry 
an unusual amount of anxiety in their 
make-up. Then, under special circum- 
stances, that anxiety is attached to the 
heart largely because the heart is re- 
garded as the all important organ and is 
associated with the idea of sudden death. 

This anxiety, or even the personality 
predisposition, may be anything but ob- 
vious, and yet in reviewing the histories 
of patients with cardiac neurosis, it is 
interesting to note how frequently one 
obtains the story of some “nervous break- 
down,” either during the period of school 
life or in the course of some later period 
of stress. The following causes may act 
as the precipitating events: 


e The statement of some physician or life- 
insurance examiner that the heart shows some 
abnormality, such as a murmur or irregu- 
larity of rhythm; or the rejection of the ap- 
plicant for life insurance on the score of some 
heart disturbance or of “high blood pres- 
sure.” Sometimes it is the mere assumption on 
the part of the applicant himself that the 
heart must be diseased because two or three 
examiners were called in to listen to it. In a 
person predisposed, the slightest suggestion 
that the heart is not right may be enough to 
start the whole train of reactions that lead up 
to the development of cardiac neurosis. 


e The occurrence of some dramatic case of 
heart disease perhaps with sudden death 
among relatives or friends of the patient. This 
is a frequent precipitating factor for cardiac 
neurosis particularly if the patient has been 
in close contact with the relative or friend or 
has actually nursed such a person. The con- 
tinual emotional stress plus hard work and 
often lack of sleep prepare the way for the 
development of the first heart symptoms. 


e Some profound and protracted emotional 
disturbance, such as deep grief or prolonged 
anxiety, in which, however, there is at first 
no element of doubt concerning the state of 
the heart. 


e The appearance of some symptom which 
calls the attention of the patient to his heart 
and leads to doubt as to its integrity. This 
may be a sudden skip, a flutter, or a twinge of 
pain, or it may be merely undue palpitation 
or dyspnea after convalescence from some 
illness, such as an attack of grippe. It is pos- 
sible for such symptoms to appear as a result 
of the excessive use of tobacco or coffee. 




















SYMPTOMS 


Under circumstances such as those that 
have just been discussed, pain in the 
heart region, fatigue, sighing respirations, 
insomnia, ringing or pounding in the 
ears, faintness, dizziness, nervousness, ir- 
ritability, and flushes are apt to make 
their appearance. At first, there may be 
only discomfort in the heart region with 
the later development of other symp- 
toms, particularly fatigue, which may be 
overwhelming and lead to invalidism. 

The chief symptoms group themselves 
under the headings: (1) pain and distress 
in the heart region, (2) dyspnea and fa- 
tigue, (3) palpitation or heart conscious- 
ness, and (4) tachycardia and other dis- 
turbances of rhythm. 

Pain. What are the symptoms of anx- 
iety in relation to the cardiovascular 
system? The first symptom that is 
usually spoken of is pain. Countless pa- 
tients complain of pain in the heart re- 
gion for which no organic disease can be 
discovered. We know something about 
the characteristics of this pain. It is 
usually not under the sternum but is 
rather out toward the apex. It is not 
necessarily related to effort, although it 
may be. It is just as likely to come at 
rest. It is not boring or excruciating, but 
it is often described as a sticking or pinch- 
ing pain. In a woman, it is in the infra- 
mammary region. These are some of the 
superficial characteristics of the pain that 
help us in differentiation, and yet, while 
it is easy enough to say in the typical 
case, “This pain sounds like angina, and 
this pain sounds like pseudoangina or 
cardiac neurosis,” one is not always so 
fortunate in being able to decide. Some- 
times decision becomes very difficult, 
especially when dealing with a middle- 
aged or older patient and also if hyper- 
tension is present. In order to handle car- 
diac neurosis successfully, you have to be 
able to say, “You do not have organic 
heart disease.” As long as there is any 
question in your mind—and there will be 





question if the problem of angina arises— 
just so long will you be unable to deal 
successfully with the patient. 

Shortness of Breath. The second 
symptom frequently complained of by 
patients with cardiac neurosis is usually 
called shortness of breath, but it is not 
necessarily related to effort. It may come 
on while the patient is at rest, and when 
you continue to question the patient 
about it, you will find that he will illus- 
trate it by putting the hand over the 
lower sternum and saying, “I have such 
trouble in taking a deep breath,” or, “I 
feel as though I can’t get enough air.” 
This, of course, is sighing respiration and 
not dyspnea. It is a symbolic expression 
of a patient’s desire to get something off 
his chest; in other words, he has some 
things to talk about and when he does 
talk about them he may be relieved of 
his difficulty in taking a deep breath. 

Palpitation. The third symptom is 
palpitation, which is most apt to occur 
when the patient is on his left side. It 
occurs often at night when he is a little 
more conscious of his bodily sensations. 
It is usually felt in the heart region but 
may even be a general pulsation. Some- 
times it means a missed beat, an irreg- 
ularity. With this kind of patient, it is 
important not to place false emphasis on 
an occasional irregularity—to say, for ex- 
ample, “Yes, you have a little irregular- 
ity, but it won’t do you any harm unless 
it gets worse.” When you put it that 
way, patients wait for it to get worse. 

Fatigue. The last and the most impor- 
tant symptom in this clinical syndrome 
is fatigue and yet it is often not spoken 
of at the first interview. It is only when 
you get to know your patients well that 
they finally tell you that their greatest 
problem is fatigue. They are tired into 
their very bones—just as tired when they 
get up in the morning as when they go 
to bed at night. If they sleep, it is a 
kind of drugged sleep from which they 
get little rest. After you get to know 
these patients, the pain recedes into the 
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background and fatigue takes over as 
the most prominent part of the clinical 
picture. Fatigue is an important clinical 
problem and we must not forget that 
emotional conflict is one of the greatest 
causes. Conflict uses up energy that is 
not then available for work or social pur- 
poses. When people are in conflict, pulled 
this way and that, and incapable of arriv- 
ing at a decision, it wears them out. And 
most often they are unaware or only 
dimly aware of the conflict. 


MANAGEMENT OF PATIENT WITH 
CARDIAC NEUROSIS 
Prophylaxis should be considered first. 
In persons predisposed because of their 
neurotic personality structure, the phy- 
sician must be particularly careful not to 
focus attention upon the heart during the 
course of a general physical examination, 
such as that performed for insurance pur- 
poses or military reasons; during recovery 
from infectious disease; or, more impor- 
tant still, during an anxiety attack. In the 
last instance, especially, the physician’s 
behavior must match his words. When 
he tells such a patient that there is no 
evidence of organic heart disease, he must 
not say hesitatingly, “I do not think you 
have heart disease.” On the contrary, he 
must say very definitely, “You do not 
have heart disease.” Then, instead of 
recommending rest or giving “heart” 
medicine, which of course increases the 
patient’s suspicion that he is not telling 
the truth, he must make the recommenda- 
tion “to carry on in spite of symptoms.” 
Once cardiac neurosis has developed, 
the problem of eradicating the idea of 
heart disease from the patient’s mind and 
reestablishing the idea of health becomes 
more difficult. In some instances, it is 
relatively simple, and a tactful explana- 
tion of the situation and reassurance may 
be all that is needed. But, depending upon 
the severity of the underlying neurosis 
and the length of time that symptoms 
have persisted, the problem may be diffi- 
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cult. Under such circumstances, the serv- 
ices of a trained psychiatrist may be 
necessary, but generally the attending 
physician must assume the responsibility 
and care of such patients. 

History Taking and Physical Examina- 
tion. It goes without saying that the ini- 
tial procedures are careful history taking 
and physical examination. Often it is 
wise to carry out additional studies, be- 
cause, after a hasty and superficial exam- 
ination, a casual announcement that 
“there is nothing the matter with your 
heart” will almost certainly fail to carry 
conviction. But there must be a point at 
which examinations stop, and at that 
point one must say with certainty, 
“There is nothing the matter with your 
heart.” Then, if the patient can be per- 
suaded to accept without resentment the 
idea that his symptoms are of emotional 
origin, the battle is half won. From that 
point on, liberal application of reassur- 
ance and encouragement will often ac- 
complish a great deal. But the reassurance 
must not be simply that of the spoken 
word; the patient must be shown that 
his symptoms can be made better rather 
than worse by the exercise and effort 
which he has been afraid to take. 

Program Planning. The next step is 
that of planning a program for the pa- 
tient. Common sense, of course, should 
be used in what he is asked to do. One 
does not tell a patient who has been in- 
capacitated for months to go out and 
do a full day’s work. On the contrary, 
an easy task is first set. But one does say, 
“This much I know you can do, and you 
must do it regardless of how you feel.” 
This means that if the patient is asked to 
walk a block, he must do so regardless 
of whether he feels faint or feels that 
he will die before he gets back. It is a 
kind of specious reasoning, but I often 
say, “I will accept the responsibility for 
anything that happens to you,” and this 
statement seems to be very persuasive to 
this type of patient. 

Medication and Rest. If medicines are 














used, the patient must have a definite 
understanding that they are palliative 
rather than curative and that they have 
nothing to do with the heart itself. For 
example, if small doses of sedatives are 
used, it is wise to explain to the patient 
that “they take the edge off your nerv- 
ousness.” The use of digitalis is a blunder, 
for no intelligent patient could possibly 
be persuaded that his heart is sound if, at 
the same time, he is asked to take digitalis. 
If any rest in bed is to be recommended, 
and sometimes the patient will have to 
resort to some rest in the beginning, he 
must understand that this has nothing to 
do with his heart; it is simply a question 
of his having used up energy, and “your 
storage battery needs recharging.” Too 
much rest simply plays into the uncon- 
scious tendency to remain sick. In the 
final analysis, it is the cultivation of an 
erect philosophy of life that is going to 
accomplish cure. 

Psychotherapy. The foregoing, how- 
ever, only leads to a consideration of 
psychotherapy as the fundamental meth- 
od of treating the patient with cardiac 
neurosis. Such management is often re- 
warded by results that are just as satis- 
fying as any obtained in the field of in- 
ternal medicine. As I have said before, 
this is usually a problem for the general 
physician. Certainly not all these patients 
can be sent to psychiatrists—the problems 
are sO numerous that general physicians 
must learn to deal with them. Just as 
there is a minor and major surgery, so 
there exists a minor and major psycho- 
therapy. However, if a major disorder 
exists, the physician must be able to rec- 
ognize it and send the patient to a 
psychiatrist. Furthermore, both patients 
and physicians must be educated to look 
upon a psychiatric ailment in exactly the 
same way that they look upon an organic 
ailment, that is, with no stigma attached 
to the illness simply because it is of emo- 
tional origin. 

Explaining the Illness to the Patient. 
Patients suspected of having cardiac neu- 


rosis are examined carefully, not only 
to rule out the possibility of organic 
disease, but also to establish a basis for 
psychotherapy. A thorough history and 
a complete physical examination are of 
paramount value in establishing a good 
physician-patient relationship. When this 
is done, conviction is carried with the 
pronouncement, “Mr. Brown, you do not 
have organic disease; this illness is of emo- 
tional origin.” I use the term “emotional 
origin” advisedly, because I find that it 
best conveys to an intelligent patient the 
fact that the illness is psychogenic. Pa- 
tients often resent the term “just nerves” 
or an impression from an unsympathetic 
physician that he feels that they are ma- 
lingering. The statement that the illness 
is functional is not sufficient explanation, 
and patients frequently do not under- 
stand. To apply to the illness a term such 
as “neurocirculatory asthenia,” “effort 
syndrome,” or “hyperthyroidism” is 
simply to delude oneself or the patient. 
And yet such a designation is given fre- 
quently, because the physician feels that 
he must give the illness a name and be- 
cause he does not know how to tell the 
patient his condition is psychogenic. 

The problem is not an easy one, be- 
cause the patient is apt to insist, “But 
there must be something the matter.” 
He cannot understand that so much dis- 
tress can occur unless some vital organ is 
seriously affected. As long as the phy- 
sician tries to persuade the patient that 
there is no physical disease, he accom- 
plishes nothing, because one cannot argue 
with an obsession. The physician must 
reach mixed feelings and the conflict that 
underlie the anxiety, and this can be done 
only by encouraging the patient to talk 
about his personal problems. This dis- 
cussion will usually have to do with the 
family group. 

For example, a recent patient was a 
young married woman caring for a sick 
mother. The conflict between her feel- 
ings of respect and devotion and the inner 
resentment at the disruption of her own 
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family life led to anxiety which could not 
be dealt with as long as the approach was 
on the level of reassuring her regarding 
absence of organic disease, telling her 
that she must control herself, and giving 
her phenobarbital. In other words, a pa- 
tient must be encouraged to talk about 
his “other troubles” in order for the 
physician to find out about the present 
trouble. The more the physician can per- 
suade his patients to talk about them- 
selves as human beings rather than as 
medical cases, the sooner he will under- 
stand the emotional origin of his symp- 
toms. 

A patient who complains of palpitation 
can be compared to a horse and his rider. 
If the horse is whipped, he will run, but 
it is not the horse that is responsible, it 
is the rider. And so it is with the patient 
and his heart. It is not the heart that is 
at fault, it is the person—his attitude and 
feelings are “making the heart run.” 

Another important point is that while 
the patient appears to agree with the phy- 
sician regarding the integrity of his heart, 
his skepticism may prompt him to think, 
“All right, the doctor says my heart is 
normal but, if this keeps up, surely some- 
thing will happen to it.” In other words, 
the patient hangs on to the notion that 
he is in for trouble, that his heart will 
wear out, that he will develop angina or 
high blood pressure, or that some other 
trouble confronts him which the phy- 
sician cannot know about even if he is 
telling the truth. One must try to forestall 
this kind of thinking by telling the pa- 
tient that his heart is normal and that 
there is no reason why anything should 
happen to it. 


Organic Disease 


Anxiety in relation to the normal heart 
(cardiac neurosis) is an important subject, 
but anxiety in relation to the diseased 
heart is even more important, because 
cardiac breakdowns can be averted or 
postponed if the physician is able to deal 
successfully with emotional stress. 
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CARDIAC DISEASE AND ANXIETY 


The extent of the effects of emotional 
stress is difficult to prove, but I believe 
that there are many persons with heart 
disease who could carry on successfully 
if they were not burdened by additional 
problems. As an example of this, I cite 
the following case history. 


The patient, a woman of middle age, has 
been in Temple University Hospital on some 
20 occasions over the past six or eight years. 
She is a large, florid woman of Irish extrac- 
tion, who has mild diabetes and slight eleva- 
tion of blood pressure and suffers from re- 
peated attacks of heart failure. 

The attacks occur in the following fashion: 
The patient becomes nauseated and vomits; 
then her body begins to swell, and shortness 
of breath increases until hospitalization be- 
comes necessary. In the hospital, the time- 
honored remedies— morphine and oxygen, 
digitalis and mercury—prove effective, and 
in a short time she is much better. She gets 
rid of about 20 or 30 pounds of fluid in a 
week or two, very much like a sponge that 
is being squeezed. She feels quite well again, 
goes home, and the process is repeated. With- 
in a few weeks or a month or two she is back 
in the hospital. 

The reasons why this patient is so “refrac- 
tory” to treatment have been the subject of 
much discussion in our hospital. Why does 
she refuse to get well and stay well? In a 
recent medical conference, her case was dis- 
cussed in order to determine the various fac- 
tors that might be responsible for the frequent 
heart failure. The possibility of electrolyte 
imbalance, of hypermetabolism, of polycy- 
themia or other complicating disease was dis- 
cussed, but nothing was said about this pa- 
tient as a person. Does her personal life have 
anything to do with the illness? 

The patient lives with an only daughter in 
a tiny apartment near the hospital. The 
daughter works at one of the big plants in 
North Philadelphia. On the daughter’s take- 
home pay of $41 per week the two must live, 
and insulin, digitalis, and special food must 
be bought for the mother. The mother says 
that since the money is insufficient to cover 
all the expenses, she runs out of medicine, 
becomes ill, and is hospitalized. Although this 
appears to be a fairly plausible explanation, 
if one probes a little bit deeper one will find 
that there is more to the story. 

The patient confessed that often, just be- 
tore she breaks down, she had had a fight 
with her daughter. She becomes upset, “fed 
up,” and starts to “throw up,” as though to 











say, “I can’t tolerate this situation.” Thus an 
attack is initiated. Now why does the patient 
fight with her daughter? Further inquiry re- 
veals that it is the daughter who starts the 
fights with the mother. The daughter, a single 
girl in her late 20’s, is thinking, and sometimes 
says, “I have to sacrifice everything for you; 
you are a millstone around my neck. If | 
didn’t have to spend my hard-earned money 
on you I could have clothes; I could have boy 
friends; I could go out and do the things that 
other girls do. But I promised Granny (the 
patient’s mother) on her deathbed that I'd 
take care of you, and I intend to do it.” 

Thus we find that this patient lives in hos- 
tile atmosphere, considering herself a burden 
to her daughter, and feels that her life de- 
pends upon a deathbed promise. She is re- 
sentful but guilty, and, frequently, when she 
leaves the hospital feeling fairly well, she goes 
home and keeps herself busy doing things 
around the house to please her daughter. She 
prepares dishes that her daughter likes, cleans 
the house, and performs other chores that she 
ought not to do. Soon she is back in the hos- 
pital. 

There are many aspects of this problem 
that I could discuss. For example, it has been 
noted that these fights occur just before the 
daughter’s menstrual period. The daughter 
has dysmenorrhea and suffers from premen- 
strual tension, becoming irritable and difficult 
just before her period. It is at this time that 
she is apt to fight with her mother and say 
the harsh things which she later regrets, but 
then it is too late—the mother is in the hos- 
pital. Therefore there is a somatopsychic as 
well as a psychosomatic problem here. In 
other words, the endocrine balance of the 
daughter has to be taken into consideration 
in this involved medicosocial problem. 


HYPERTENSION AND ANXIETY 


Pain in the precordium, palpitation, 
dyspnea, and fatigue are symptoms fre- 
quently associated with the cardiac neu- 
rosis that occurs in patients with hyper- 
tension. When these symptoms are pres- 
ent in a patient with a normal cardiovascu- 
lar system and the general medical exami- 
nation reveals no other abnormality, it is 
not as a rule difficult to assign them to 
their proper sphere—the emotions. When 
hypertension is present, however, it is 
almost invariably held to be the respon- 
sible factor. Under such circumstances, 
psychosomatic study will frequently re- 





veal that the symptoms are out of propor- 
tion to the disease and that there is much 
conflict in the personality make-up. The 
high blood pressure frequently makes its 
appearance in a setting of emotional stress 
in which there is a specific relationship 
between the emotionally disturbing event 
and the personality structure of the in- 
dividual. It appears in a situation of emo- 
tional conflict, or, at least, symptoms ap- 
pear which are attributed to the hyperten- 
sion. Whether or not the hypertension is 
an evidence of the personality decom- 
pensation is difficult to say. In other 
words, often it is impossible to tell 
whether the high blood pressure did or 
did not precede the symptoms which led 
to its discovery and whether or not the 
symptoms can be attributed to it. Too 
often, nevertheless, as soon as the blood 
pressure elevation is discovered and the 
patient informed, the “blood-pressure 
phobia” appears. 

It is easy for a physician to slap a 
blood pressure cuff on the arm of a pa- 
tient and sav, “It’s your blood pressure”; 
it is difficult to spend time with a patient 
trying to find out something about the 
emotional life. Once the diagnosis of 
“high blood pressure” has been estab- 
lished, attention is concentrated on the 
effort to “bring the blood pressure 
down.” The patient demands to know the 
blood pressure figures; on each visit to 
the physician he waits with anxious con- 
cern to hear the latest reading, and fre- 
quently he has ideas of “stroke,” “heart 
failure,” or “Bright’s disease” in the back 
of his mind. 

The phobia becomes the predominant 
part of the clinical picture, and the symp- 
toms are only an exaggeration of the 
premorbid personality trends. In benign 
hypertension, often the best treatment is 
simply an effort to deal with this “blood 
pressure phobia” by reassurance, minimal 
preoccupation with blood pressure fig- 
ures and weird diets, the advice to “carry 
on in spite of symptoms,” and the attempt 
to understand the patient as a person. 
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Thus, in regard to symptoms in associ- 
ation with hypertension, one must always 
question their relation to the high blood 
pressure itself and make an effort to un- 
derstand them in terms of behavior. 

When pain in the chest is associated 
with hypertension in a middle-aged or 
older person, and especially in the pres- 
ence of physical evidence of cardiovas- 
cular disease, the problem becomes a dif- 
ficult one from the standpoint of manage- 
ment. It is all very well to advise a young 
person invalided by cardiac neurosis, who 
has only moderate elevation of blood 
pressure and no evidence of cardiovas- 
cular disease, “to carry on in spite of 
symptoms,” and to encourage him to do 
the things that other people do. But in 
the presence of electrocardiographic evi- 
dence or other indications of coronary 
disease, one assumes a heavy responsibil- 
itv in encouraging such patients to carry 
on; yet to caution rest on the one hand 
and try to give reassurance on the other 
is often worse than useless. To the young 
physician treating such a patient, and to 
psychiatrists as well, it poses a difficult 
problem. The sudden death that may oc- 
cur in patients who have been encour- 
aged to carry on, or who are undergoing 
psychotherapy, may bring the criticism 
of the community down upon the head 
of the unfortunate practitioner. And yet 
to play into the patient’s unconscious 
fears by cautioning rest and more rest 
leads to greater and greater degrees of 
invalidism. Moreover, as the patient waits 
for his arteries to harden, the question- 
able benefit of the physical rest is more 
than offset by the physiologic burden 
provoked by psychic stress. The only ad- 
vice that I can offer in this regard is that 
the patient must be evaluated as carefully 
as possible, both physically and psycho- 
logically, and then an effort made to ad- 
vise him correctly about his activities. 
Tension of emotional origin is just as 
burdensome to the cardiovascular system 
as effort of physical origin. 
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EMOTIONAL PROBLEMS OF MYOCARDIAL 
INFARCTION 


Any pain from nose to navel must be 
taken seriously and the various physical 
studies that are necessary must be done. 
Then, if one can safely exclude physical 
disease, the question of reassurance arises. 
Reassurance alone may need constant 
repetition, so that one must do more than 
that—he must try to understand the back- 
ground of the anxiety so that symptom 
formation may not be inevitable. 

When one deals with anxious people 
with diseased hearts, the question often 
arises whether the general physician, psy- 
chiatrist, or both should be responsible 
for the patient. There is always the ques- 
tion of whether the general physician 
ought to ask his colleague in psychiatry 
to assume responsibility for such patients, 
and yet often the psychiatric problems 
are beyond the capacity of the average 
physician or cardiologist. Certainly, un- 
der such circumstances, the cooperation 
that is necessary requires that each have 
understanding of the other’s discipline. 

Often after myocardial infarction the 
heart heals, but the patient remains an 
invalid for anxiety reasons. Here person- 
ality study will permit the physician to 
judge whether the patient is one who 
accepts dependency, thinks in terms of 
retirement, and becomes an invalid, per- 
haps subsisting on insurance benefits, or 
one who will fight against dependency, 
perhaps swing in the other direction by 
refusing suggestions and indulge in rash 
behavior. One may have to deal with 
guilt and hostile feelings. Nor should it 
be forgotten that the coronary age is also 
the period of diminishing potency and 
many sexual problems arise that are ca- 
pable of causing great tension which also 
have to be considered in relation to the 
coronary circulation. Finally, depression 
is often masked by heart symptoms; it 
must be recognized and appropriately 
dealt with. 








> = =e TH Oe! 


as 


th 


nat see om 











sYMpPosIUM: Problems of the Mind in Later Life 


Adolescence: pattern for the future 


CAPT. GEORGE N. RAINES, M.C., U.S.N. 


WASHINGTON, D. C. 


On first consideration, a discussion of 
adolescence appears grossly out of place 
in a symposium on aging. This inappro- 
priateness, however, is more apparent 
than real, as a careful study of both areas 
will indicate. 

In the first place, the needs of the 
aging person are not too unlike those of 
the adolescent. The adolescent needs 
status and acceptance; he needs to be 
free of dependency on home and family; 
he needs to find a satisfactory job orien- 
tation and financial security; he needs to 
adjust to a grossly changing biologic 
status, especially in the sexual sphere; 
and he needs to establish a pattern of 
behavior gratifying to himself and ac- 
ceptable to society and those around him. 
These needs are repeated in the aging, 
although more or less conversely. The 
biologic urges now represent withdrawal 
of the tidal wave rather than its insur- 
gence; work reorientation is also toward 
less rather than more; and the need for 
status, acceptance, emotional independ- 
ence, and gratifying, acceptable social 
behavior is with all of us always, modi- 
fied only by the pressure of underlying 
drives. 


GEORGE N. RAINES is head of the Neuropsychiatric 
Branch, Bureau of Medicine and Surgery of the 
United States Navy, and professer and ‘director 
of the Department of Psychiatry, Georgetown 
University Medical Center, Washington, D. C. 


The pattern of response ‘to stress in 
adolescence is predictive of response 
to stress in old age. It is anticipated 
that today’s adolescents will reach 
senescence with unresolved emotional 
conflicts which ‘will manifest them- 
selves in aggressive passivity and with 
a diminished sense of personal respon- 
sibility in meeting their own needs. 
Adolescents of today must be helped 
to find‘a productive way of life if we 
expect to have a well-adjusted older 
generation tomorrow. 


Perhaps of more importance to us, as 
medical men, is that during adolescence 
patterns of response to stress and conflict 
become more or less fixed. Like all gen- 
eralizations, this one is open to wide in- 
dividual exception. However, barring 
some altering event, such as a major psy- 
chiatric illness, the pattern of response to 
stress in adolescence is predictive of the 
pattern of response to stress in old age. 
Dr. John Rohrer, of Tulane University, 
is now restudying a group of individuals, 
aged 30 to 40 years, who were given care- 
ful psychiatric study during their teens. 
Although the basic objective of the 
study does not lie in this area, Dr. Rohrer 
has been struck, in this group, by the 
similarity of reaction in the 30’s to that 
in adolescence.’ This pattern of reaction 
is so stable that observers can take the 
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results of the present studies and identify 
an individual from results of previous 
studies, without having seen the person 
at any time. This strongly confirms the 
belief that adolescence provides the pat- 
tern for later life. 

Unless modified by intervening psy- 
chotherapy, many basic conflicts remain 
the same from adolescence to senescence. 
Thus, in involutional depressions, we deal 
with the same masturbatory guilt that 
pesters adolescents, although in a differ- 
ent setting of resources and integrative 
ability. Evidence of emotional maladjust- 
ment appears when conflicts overwhelm 
current integrative forces in the person- 
ality. In the adolescent, the conflicts are 
strong. In the senescent, the integrative 
forces are enfeebled by such factors as 
weakening motivation; the presence of 
organic disease; lessening physical capac- 
ities; loss of support from family, friends, 
and subordinates; and other forces which 
are discussed in this symposium. The end 
result is the same: conflict overwhelms 
integrative forces and symptoms of mal- 
adjustment appear. The patterns which 
these symptoms follow in old age will 
have been formed in adolescence, and 
may have first appeared at that time. Rec- 
ognition of this relation between old age 
and adolescence has been with us in our 
language throughout the years: senes- 
cence is “second childhood,” or, with 
Shakespeare, “Last scene of all, That 
ends this strange eventful history, Is sec- 
ond childishness and mere oblivion, Sans 
teeth, sans eyes, sans taste, sans every- 
thing.” 


Patterns of Today’s Adolescents 


If we accept this hypothesis that adoles- 
cence provides a clue to the pattern of 
senescence, it then behooves us to discuss 
what is going on with adolescents today, 
and particularly with those persons in 
the late adolescent and immediate post- 
adolescent period. The majority of men 
in the Navy fall in one of these two 
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groups. It therefore seems likely that 
Navy’s experience with these youngsters 
of today may be of help in looking to- 
ward tomorrow. It should be emphasized 
that these observations deal only with 
young men, since our sample of young 
women is a highly selected one, and does 
not lend itself to useful deductions ap- 
plicable to the entire female population. 
The male group, on the other hand, rep- 
resents a more or less random sample of 
the general male adolescent population. 
There are some factors which tend to 
distort this sample, such as the action of 
local draft boards, the individual’s choice 
of service, and so on. Perhaps this infor- 
mation cannot be translated into terms of 
the total male adolescent population, but 
after careful study of all factors involved, 
including the standards for induction in- 
to or enlistment in the military service, 
it is believed that the Navy’s figures are 
weighted on the side of normalcy, or, if 
you prefer, the absence of emotional ill- 
ness. If this is true, what we have to say 
needs to be underscored for application 
to the civilian population. 

It is customary for oldsters to “view 
with alarm.” I wish, therefore, to say that 
our facts are not presented with any des- 
ignation of “bad” or “good,” but simply 
to help other people live more comfort- 
able lives. With this approach, the idea 
of “bad” or “good” must be dropped, if 
we are to be of service to others. I shall 
report only the facts, as indicated by 
statistics. 


LESSENED SENSE OF DUTY 


There is a considerable change in the at- 
titude of the adolescent population of 
today from that of fifteen years ago. 
Margaret Mead was among the first to 
point this out. In a symposium on the 
selection of military manpower in April 
1951, she said, “Ten years ago the 
‘ought,’ the idea of duty and patriotism, 
was still a very important component, al- 
though an inexplicit one not usually 
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voiced in the young American inductee. 
There were people who passed up such 
questions in an audience of youth as, 
‘Ought one to have a conscience?’ To- 
day, however, the key phrase in the 
eighteen-year-old group appears to be, 
‘Is it necessary?’ which is quite a different 
question.” Experience in the Navy sup- 
ports Dr. Mead’s estimate of this attitude, 
except that another question crops up 
repeatedly when a duty decision is to be 
made—namely, “What’s in it for me?” 
Only two statistical items supporting this 
point of view will be presented, but any 
number of clinical experiences could be 
provided as evidence. 

Short of a dishonorable discharge, 
which can be awarded only by a general 
court martial, the Navy’s worst punish- 
ment is the bad conduct discharge. The 
basic philosophy in using this discharge 
as a punishment is that each of us has a 
sense of duty, that no man wishes to ad- 
mit that he cannot perform the duties 
required of him, and that a man’s con- 
science punishes more effectively than 
all the prisons in the world. Although 
Navy rehabilitation measures for disci- 
plinary cases had improved greatly in the 
decade from 1940 to 1950, the rate of bad 
conduct discharges in the first and fol- 
lowing years of the Korean War was ap- 
proximately three times as high as the 
peak rate of World War II. What does 
this mean? It means that there has been 
at least a 300 per cent increase in the num- 
ber of adolescents in whom the “ought” 
factor has disappeared or has been great- 
ly diminished. It means that we cannot 
plan a military force, a business venture, 
a training program for physicians, a 
structure for social security, or anything 
else under the assumption that there is a 
strong sense of duty in those with whom 
we deal. I hasten to assure you it does not 
mean that all sense of duty has disap- 
peared from our adolescents—these dis- 
ciplinary discharges even now constitute 
only a minute portion of releases from 





the Navy. Nonetheless, this notable in- 
crease must be recognized as indicating 
a trend. 


INCREASE IN PERSONALITY DISORDERS 


A second point is that, although our re- 
jection rate for psychiatric disabilities in 
the Naval Training Centers is now essen- 
tially the same as in World War II, the 
incidence of psychiatric disorders requir- 
ing admission to the sick list is now great- 
er than the peak of World War II. This 
increase ‘is almost entirely accounted for 
by an increase in the so-called personality 
disorders, a group of disorders character- 
ized by a maladjusted way of life, rather 
than by increase in the acute psychiatric 
illnesses. The incidence rate for psy- 
choses in the Navy has been relatively 
fixed and stable for many years; that of 
psychoneuroses has waxed and waned, 
directly proportional to the amount of 
external stress applied by combat and by 
similarly unendurable situations. On the 
other hand, even as the incidence of 
psychoneuroses has dropped in recent 
years, the incidence of personality dis- 
orders requiring admission to the sick list 
has risen. Changes in nomenclature and 
in administrative procedure prevent our 
specifying the exact nature of the per- 
sonality disorders which have caused this 
increase, but clinically it is believed that 
the increase is primarily in those disturb- 
ances diagnosed as “Passive Aggressive 
Personality.” This clinical impression is 
believed to be accurate. 


The Pattern for the Future 


If our facts are correct, we are now deal- 
ing with a population of young men who 
have a lessened sense of duty, and who 
handle their problems largely by an ag- 
gressive passivity. If our hypothesis is 
accurate, these people will reach senes- 
cence with unresolved conflicts, which, 
as the integrating forces weaken, will 
manifest themselves in aggressive passiv- 
ity and a diminished sense of personal 
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responsibility in meeting their own needs. 
Since few, if any, of us will be here to 
deal with these individuals as patients in 
their old age, what use can we make of 
this information? 

We can use it for medicosocial plan- 
ning. For example, the addition of dis- 
ability benefits to the present social se- 
curity laws appears, in the light of this 
information, to constitute a major error 
which might easily bankrupt the coun- 
try. Old age and illness are not an un- 
mixed curse. Someone some day should 
write an article entitled, “It’s Fun to be 
Sick, or Old, or (Preferably) Both.” Em- 
broiled in illness, or old age, a person 
sometimes does and says the things he 
always halfway wished to do or say. 
Throughout life, an individual may be 
restrained from some desired behavior by 
the pressure of interpersonal and social 
disapproval. Illness or old age provides 
an excuse for letting down the controls, 
a defense against those who generate the 
disapproving pressures. We are all fa- 
miliar with those who do about as they 
please under the shielding cloak of frail 
health. The hostility and personal assaults 
of the irascible, sharp-tongued old person 
are tolerated, no matter how they hurt, 
because, “He is old.” Give our present 
adolescents the chance, and as they grow 
old many will sit back aggressively and 
demand that they be supported. Any in- 
ducement to increase the amount of sup- 
port, or hasten its beginning, as disability 
benefits will do, will be seized upon im- 
mediately. Since the emotional processes 
involved are largely outside the aware- 
ness of the individual, this behavior, as 
most human behavior, will not be regu- 
lated by legislation. 

Our information indicates that we must 
help our adolescents of today find a com- 
fortable way of life if we expect to have 


162 Geriatrics, April 1956 


well-adjusted old people tomorrow. De- 
velopment of a sense of duty and of per- 
sonal responsibility in the young person 
by joint family, community, and church 
effort seems to be of major importance, 
unless we are to change our entire way 
of life. The armed forces are making a 
considerable contribution toward this 
goal and should be encouraged to con- 
tinue their efforts. In this light, military 
service is the obverse of harmful; even 
the idea of universal military training 
loses some of its sting. Resolution of the 
problems in passivity and of passive han- 
dling of aggressive impulses is an even 
more difficult task to face, and is now 
attacked largely on an individual basis. 
Encouragement of participation in sports 
and social activities might provide a 
method of group approach to this prob- 
lem. Along the same line, the adolescent 
might be encouraged to entertain himself 
more actively, by reading, by hobby 
work, by participant activity in group 
projects, rather than to be entertained by 
movies, by television, by the spectator 
sports. One thing seems clear: no single 
approach will provide all of the answers. 

In the management of the individual 
adolescent patient today, we must recog- 
nize that preparation for senescence be- 
gins in adolescence. Our close attention 
to the personal problems of the adoles- 
cent patient will pay large dividends in 
his old age. Assisting the adolescent to 
meet his pressing needs from within and 
without, helping him to find a comfort- 
able, profitable, productive way of life, is 
the best way we can aid him toward a 
well-adjusted senescence. 
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The medical care of the 


debilitated, hospitalized aged 
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The care of the debilitated, hospital- 
ized, elderly patient constitutes one of 
the most neglected aspects of modern 
medicine. In the long run, the best attack 
on the problem would be through pre- 
ventive geriatrics, which begins quite 
early in life. This would be the most pro- 
ductive approach and should make the 
problem easier for the physician of the 
future. However, the immediate problem 
is here for us to tackle, and unfortunately 
little factual information on the subject 
is available. 


Old Age and Chronic Illness 
In the first place, gerontologists disagree 
as to the importance of chronic disease in 
the aged. Monroe,’ in criticizing a recent 
book on the care of the aged and chron- 
ically ill, objected to the emphasis on 
chronic illness in the aged. He stated that, 
“It is improper to equate aging with 
chronic disease or with invalidism .. .” 
In his belief, “greater numbers of aging 
people are much healthier than their pre- 
decessors” and “most persons preserve a 
fairly healthy equilibrium most of the 
time.” Yet, in his monograph on diseases 
in old age, the same authority propounds 
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Those physicians who maintain an 
aggressive therapeutic attitude toward 
disability in the chronically ill and 
aged are able to accomplish much 
with the means at hand. They can 
rehabilitate many given up as incur- 
able, palliate the discomfort of those 
who cannot be cured, and uncover 
many new areas of needed research. 


that “freedom from disease on the part 
of old people means, for the most part, 
undiscovered disease”? and that 22 per 
cent of old people [in his series] because 
of bodily disease, “were unable, to main- 
tain their grip on normal personality.” 
Also: “The growing burden upon a hos- 
pital imposed by sickness in old age is 
shown by the fact that, in 1913, one in 
every 16 admissions to this medical serv- 
ice [Peter Bent Brigham Hospital] was 
an individual over 61, while in 1943, one 
in every 5 admissions was over 61. This 
is an increase of 200 percent in 30 
years..." 

In part, such confusion arises from the 
fact that these various discussions deal 
with different populations. Thus, it may 
be true that only 5 per cent of the popu- 
lation over 65 is institutionalized because 
of chronic illness. Yet, it is equally true 
that around 20 per cent of a population 
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over 65, hospitalized for any number of 
reasons, has disabling illnesses which alter 
personalities. Workers in hospitals for 
the chronically ill seldom encounter any 
patient over 65 who does not have dis- 
eases other than the one primarily respon- 
sible for hospitalization, which are partly 
responsible for his chronic invalidism. 
For example, let us look at osteoporo- 
sis. In a random survey of the population 
of a chronic disease hospital,* 30 per cent 
of the women and 20 per cent of the men 
had radiologic evidence of asymptomatic 
vertebral fractures from osteoporosis. In 
Monroe’s hospitalized population over 
61,° 22 cases, or a fraction of 1 per cent, 
had the diagnosis of osteoporosis men- 
tioned, although some of the 17 cases of 
“osteomalacia” may have been osteopo- 
rotic. Likewise, in the entire population 
of those 65 and over, diagnosis of osteo- 
porosis is seldom made. In my opinion, it 
is far more often overlooked even when 
present. It has been claimed that demin- 
eralization of bones in persons over 60 
years is frequently reported by roent- 
genologists, but that its relation to disease 
or malnutrition or the menopause or in- 
deed to any symptoms is infrequent.’ In 


TABLE 1 
NECROPSY FINDINGS COMPARED WITH CLINICAL DIS- 


—2 


CHARGE DIAGNOSES IN 73 PATIENTS OVER 65* 





Number 

Number of of times 

times made by found by 
clinicians at —_ pathologist 





Diagnoses time of death at necropsy 
Pulmonary infections 19 54 
Cancer .. 64 53 
Urinary infections 8 233 
Cardiovascular disease 17 24 
Cholecystitis 0 11 
Cerebrovascular accidents 9 5 
Hepatic Disease 0 2 
Intestinal obstruction 1 1 
Gastric ulcer 1 1 





*Note the discrepancies, especially with re- 
spect to urinary and pulmonary infections, 
which often escape the attention of the clini- 
cians. 
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part, such statements are contradictory, 
since demineralization of bone in women 
after 60 would by definition be related 
to menopause, although not necessarily 
in a cause and effect relationship. 

All too many women are told they 
must put up with aches and pains when 
a simple hormonal regimen could make 
them far more comfortable. The pains 
and complaints from osteoporosis may be 
present long before demineralization of 
bone becomes visible on x-ray examina- 
tion, and only a therapeutic trial with 
bone anabolic androgens, estrogens, or 
both can reveal the true nature of the 
disorder. 


Lack of Exact Information 


All of this merely demonstrates that we 
do not know the exact incidence of some 
of the common disabilities of the aged. 
Our own experience leads us to agree 
with Kretchmer® that “the problem of 
caring for the chronically ill patient is 
intimately associated with the care of the 
aged and aging.” 

In practice, it is difficult or impossible 
to know exactly which diseases and com- 
plications of diseases exist in our aged and 
debilitated hospital population. With ad- 
vancing age, there are encountered an 
increasing number of pathologic changes, 
most of which are hard to detect. This is 
borne out by our experience comparing 
discharge diagnoses in 73 patients over 65 
with the necropsy diagnoses, as shown in 
table 1. The extensive and thorough 
studies of Mueller-Deham® * further sup- 
port his conclusion that “morbidity and 
mortality statistics are unsatisfactory for 
the higher age groups. Deaths from car- 
diovascular disease are overestimated; 
those due to infections are underestimat- 
ed. Reliable data can be based only on 
autopsy findings.” 


Modern Neglect 


It is generally unrecognized and seldom 
admitted that in most hospitals for the 
aged and chronically ill there are not 
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enough physicians to investigate all pa- 
tients as thoroughly as should be done, 
that our medical information on our 
charges is rudimentary, and that the valid- 
ity of the observations recorded on the 
patients’ charts is largely illusory. There 
are many so-called hospitals for the 
chronically ill which have no full-time 
physicians or, in the more fortunate cases, 
have only a rudimentary house staff. 
The members of the visiting staff breeze 
in and out, taking care of emergencies as 
best they can. Only a few exceptional 
institutions concentrating on the care of 
the chronically ill have teaching or re- 
search affiliations with medical schools. 
More often than not, these are purely 
nominal, and, where they are real, the 
benefits of such associations trickle down 
to only a fraction of the inmates since 
the research and teaching staffs can ob- 
viously not take care of everybody. If 
the medical picture is glum for the 
chronic disease hospital, it is far blacker 
for the many nursing homes, alms houses, 
and convalescent homes. 

This problem is not confined to the 
United States but is worldwide. In 1947, 
Howell wrote of the situation in Eng- 
land: 

In this country there are thousands of peo- 
ple who have been doomed to imprisonment 
for life. They have committed no crime, yet 
there is no one to whom they can appeal 
against their sentence. Why? Because it was 
pronounced by a doctor, and not by a judge 
in his court. These prisoners are known as 
the chronic sick. Some are imprisoned in 
their own homes, whilst others may be found 
in the “chronic” hospitals, whose gates might 
aptly be emblazoned with the motto: “Aban- 
don hope, all ye who enter here.” How often 
is this confinement necessary? Why do medi- 
cal men adopt this attitude of therapeutic 
despair? § 


Defeatist Attitude and 
Therapeutic Impotency 


Whether we like it or not, at the very 
time that medicine makes tremendous 
strides in other fields, we treat many of 
our disabled aged not much better and 





perhaps less charitably than the Eskimo 
who exposes the debilitated toothless an- 
cestor on the polar ice to die.® 

The reason for this defeatist attitude 
is that in the past we were quite unable 
to do anything about most of the ills of 
the aged and this brought forth profes- 
sional pessimism, which has persisted long 
after the cause for pessimism has dis- 
appeared. 

There is such a thing as unwarranted 
therapeutic enthusiasm, but there can also 
be unjustifiable procrastination for the 
sake of primum non nocere—in effect, 
doing harm through inertia and through 
fear of undesirable side effects. If we 
were always as cautious as some wish us 
to be, we would not use many life-saving 
drugs, for fear that they might be dan- 
gerous. This goes for insulin, all synthetic 
hormones, many antibiotics, glucosides, 
alkaloids, vaccines, and sulfa drugs.*° 

It used to lack glamor to care for most 
diseases common in the aged, for little 
could be done that was of more than pal- 
liative value. As an example, let us con- 
sider the management of hypertension, 
a common disorder in people over 60. 
More than half of such a population 
will show blood pressure readings above 
140 mm. Hg systolic and 90 mm. Hg 
diastolic. With increasing age, the inci- 
dence of such levels also increases and 
what is often called hypertension may 
actually be the normal pressure at these 
ages. But when we consider those with 
unquestionably pathologic hypertension 
what complete therapeutic impotence 
prevailed in this disease as late as five 
years ago, when Monroe wrote: 

Hypertension cannot be treated directly in 
old people. Whatever the merits of sympa- 
thectomy, all physicians agree that it is not 
advisable for persons over 61. Restriction of 
salt has long been proved useless. The rice 
diet is one that is dangerously low in protein; 
it cannot be tolerated by old people, who are 
very susceptible to malnutrition and to de- 
mineralization of bone. The habit of pre- 
scribing small doses of sedatives daily is to be 
condemned. They do not reduce the blood 
pressure, and they almost invariably depress 
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the oldster. He is already alarmed by his age 
and by the disabilities that threaten his com- 
petence and security. Sedatives cast a chemi- 
cal cloud of confusion over his performance, 
making it still more difficult to command his 
situation; his fatigue, agitation, and blood 
pressure increase. The best treatment is to 
prescribe adequate rest, to insist upon reason- 
able exercise, particularly some relaxing sport 
such as bowling or dancing, to praise a diet 
that is normal in every respect, and then to 
search imaginatively for the solution of, or 
adjustment to, the psychic or somatic difficul- 
ties that are surely present.? 


New Drugs and New Therapy 


Although we may take exception to some 
of these statements, they nevertheless re- 
flect the attitude of some physicians as 
recently as five years ago. Then, what 
was there to stimulate the mind of a cu- 
rious medical student bent on doing 
something for his hypertensive patients? 
What could one honestly say to afflicted 
patients without admitting the inability 
to alter the course of their disease? And 
why should a man about to choose his 
life’s career become involved in such a 
hopeless proposition? Then suddenly, 
drugs were found which, for the first 
time, make it possible to control hyper- 
tension.'t Some of these drugs are not 
without danger, but others appear, less 
toxic, more effective. 

Now, for the first time, we perceive a 
dent in the armor of this disease. Not 
only has it become possible to treat more 
effectively patients with various types of 
hypertension but the problem can be 
studied from a new angle. Meanwhile, 
fundamental information on atheroma- 
tosis, one of the major causes of hyper- 
tension, is accumulating.’? Gofman’s 
studies on lipoproteins, Barr’s work on 
the estrogenic effects upon serum lipids,” 
Lever’s observations on changes in serum 
cholesterol following injections of Stare’s 
fat emulsions,'® all foreshadow a pattern 
of information from which may spring 
the eventual solution of this problem of 
degenerative vascular disease. 

This should call forth great enthusiasm 
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and interest in the therapy of hyperten- 
sion and arteriosclerosis. It should cause 
clinical investigators to turn their atten- 
tion toward the hospitals for the aged 
and chronically ill where the ideal clin- 
ical material for such studies resides. It 
should awaken the medical schools from 
their lethargy with respect to such in- 
stitutions, for there can be found op- 
portunities for teaching and research in 
this new field. 


What Are Today’s Problems? 


While such advances are taking place, 
medicine will no doubt change its think- 
ing regarding the care of the hospitalized, 
debilitated aged. The staffs of our insti- 
tutions will improve and more adequate 
research facilities will be created. Mean- 
while we must from day to day face up 
to our problems and try to do what we 
can with the means at hand. 


DISEASE INCIDENCE IN A GENERAL HOSPITAL 
POPULATION 


Monroe’s tabulation of diseases in an 
over-60 hospital population? gives an idea 
of the general medical situation to be ex- 
pected in such a population. 

First, there was a general decline with 
age of visual and auditory acuity. 
Twenty-six per cent of the patients from 
61 to 65 had impaired hearing. Only 20 
per cent of those up to 65 and only 10 
per cent of those over 80 retained good 
teeth. One-third of the men and one-half 
of the women were edentulous. 

Less than half of the patients, 41 per 
cent, were considered normal mentally. 
Twenty-two per cent had mental de- 
terioration from illness outside of the 
central nervous system; 15.4 per cent had 
cerebral arteriosclerosis; and 2.6 per cent 
had senile dementia. The other mental 
illnesses included psychoneuroses, reac- 
tive depressions, and psychoses. Hemi- 
plegias occurred in 6 per cent and minor, 
transitory palsies were found in about 
the same number. About 1 in 100 patients 





ES Ee, ee 








had paralysis agitans. As stated before, 
hypertension was very common. Heart 
disease was found even more frequently, 
with only 44.6 per cent of the patients 
clinically free of it and about one-half of 
these showing cardiac pathology at 
autopsy. More than 10 per cent of the 
patients had coronary occlusions. Dis- 
eases of the respiratory tract were of 
minor importance. 

Tuberculosis was present in less than 
5 per cent. Miliary tuberculosis was a 
cause of death in 22 patients. Gastroin- 
testinal diseases were relatively frequent. 
Peptic ulcers were found in 8.7 per cent 
of men and 4.4 per cent of women. 
There were 16 cases of cancer of the 
stomach. Hemorrhage was a complica- 
tion in one-third of patients with peptic 
ulcers. Obstruction occurred in 12 per 
cent of patients and perforation in 6 per 
cent. Gallstones were found in 7.1 per 
cent of men and in 18.5 per cent of 
women. However, only about 15 per 
cent of patients with cholelithiasis expe- 
rienced symptoms referable to their 
stones. Cirrhosis of the liver was found 
in less than 2 per cent. Diverticula were 
found in about 4 per cent, mostly in the 
colon. “Nervous indigestion” was pres- 
ent in about the same number. 

Fifteen per cent of the men and 2 per 
cent of the women had hernias. Pye- 
lonephritis was found in about 3 per 
cent and cystitis in 4 per cent. Urinary 
calculi were present in slightly less than 
1 per cent. Nearly one-half of the men 
had hypertrophy of the prostate and 
nearly 3 per cent had prostatic cancer. 
Of the women, 4.4 per cent had relaxed 
pelvic floors. 

Pernicious anemia occurred in over 4 
per cent and secondary hypochromic 
anemia in 13 per cent. Diabetes mellitus 
was present in about 10 per cent. Syphilis 
was found in about 5 per cent. Malnutri- 
tion, as judged by weight below normal 
standards, occurred in 30 per cent of the 
men and 20 per cent of the women. 





Nearly all patients had hypertrophic 
arthritic changes and about 1 per cent 
had malum coxae senilis. Atrophic ar- 
thritis occurred in about 2 per cent and 
gout in .5 per cent of the men. Osteitis 
deformans was found in about 1 per 
cent and osteoporosis in one-third of 1 
per cent. 

Cancer was present in 14 per cent, but 
autopsy incidence of cancer was nearly 
twice that high—24.8 per cent. Anemia 
of these cancer patients was mostly due 
to blood loss. 

This, in summary, is the medical pic- 
ture for patients over 60 who, for one 
reason or another, are admitted to the 
medical service of a general hospital. The 
picture in a chronic disease hospital is a 
vastly different one and the incidence of 
various diseases among the presumably 
healthy general population over 60 is 
still another matter. 


INCIDENCE OF DISEASE IN A HOSPITAL FOR 
CHRONIC ILLNESS 


In a survey made in England on 788 hos- 
pitalized patients with chronic disease, 
Affleck"! noted chronic sickness in 22.4 
per cent of men and in 19.4 per cent of 
women under 65, as compared with 77.6 
per cent of men and 81.8 per cent of 
women past 65. Their functional disabil- 
ities in decreasing order of frequency 
were difficulties of locomotion, 663 pa- 
tients; incontinence of urine, feces, or 
both, 188 patients; poor hearing, 108; dif- 
ficulties of speech, 85; difficulties in 
feeding themselves, 70; blindness or poor 
sight, 69; and convulsions, 36 patients. 

Our own experience is illustrated in 
table 2. This is a listing of the major ad- 
mission diagnoses made on 286 patients 
over 65 during 1955. 

In the chronic disease hospital, the pa- 
tient’s general condition is far poorer 
than in the Brigham Hospital series. In 
part, this is because of the different age 
distribution, which in the chronic disease 
hospital is skewed toward the higher age 
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TABLE 2 
ADMISSION DIAGNOSES OF PATIENTS OVER 65 
ADMITTED TO THE HOLY GHOST HOSPITAL, 
CAMBRIDGE, MASSACHUSETTS, DURING 1955 
(400 admission diagnoses in 286 patients) 





Cancer 162 
Cardiovascular disease 86 
Hemiplegias 39 
Neurologic disease : 47 
Fractures . 19 
Arthritis 12 
Diabetes 10 
Miscellaneous 25 





brackets. In part, it is the result of a 
prevalence of more advanced disease 
among such patients. Thus, the cancer 
group accounts for a much higher pro- 
portion of these patients. Their neoplastic 
disease is usually far advanced, and, sur- 
prisingly, cancer patients in the chronic 
disease hospital, because of earlier death, 
have a shorter average length of hos- 
pitalization (ninety-three days) than do 
patients with other diseases (two-and-a- 
half years). Their anemia, which compli- 
cates more than half of these cases, is 
predominantly of a myelotoxic type and 
blood loss anemias are rare as are he- 
molytic anemias.?® 

Osteoporosis is a prevalent disease, con- 
firmed by clear-cut x-ray studies in about 
one-third of the cases and probably pres- 
ent in nearly all subjects, as are degener- 
ative joint changes; but, as may be seen 
from tables 1 and 2, these conditions are 
rarely mentioned in the records. 

While specific vitamin deficiencies are 
rare, general malnutrition is common. 
This is evidenced not only by subnormal 
body weights but also by hypopro- 
teinemia and especially hypoalbumi- 
nemia, as shown by our studies on elec- 
trophoretic plasma protein patterns in 
about 2,000 patients. Hypoalbuminemia 
was not correlated with age, sex, or any 
particular diseases but was more severe 
in all bedridden patients than in those 
who were even partly ambulatory. It was 
especially pronounced among the inmates 
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of a Jewish hospital where kosher meats 
were used. Meat prepared according to 
these orthodox rites has a higher water 
content and therefore less protein than 
meat obtained from non-kosher sources. 
If the patients are given presumably ade- 
quate amounts of proteins as calculated 
from conventional food charts, they ac- 
tually receive a diet low in proteins. 

Peripheral vascular disease is very com- 
mon and is often complicated by dia- 
betes. Hemiplegias are frequent and, next 
to cancer, one of the most serious prob- 
lems. 

Urinary infections, incontinence, and 
prostatism are extremely prevalent 
among the men. Although many of the 
urinary infections are latent, they flare up 
quickly at the slightest aggravation of 
the general condition. Completely nor- 
mal urine sediments are rarely seen. Gas- 
trointestinal disorders are common. The 
more serious of these are the intestinal 
obstructions which often terminate the 
development of gastrointestinal cancers. 
Far more frequent, however, are irreg- 
ularities of bowel function, since most 
bedridden patients are constipated and 
suffer from fecal impactions if not prop- 
erly cared for, and others are incontinent 
of feces for various reasons. Minor epi- 
demics of diarrhea occur frequently, 
despite attention to food hygiene and 
special preventive measures. 

The fact that such outbreaks are limited 
to the inmates and do not affect the hos- 
pital personnel seems to indicate that the 
elderly debilitated are more susceptible to 
enteritides than are their healthy and 
younger attendants. Disorders of the skin 
complicate the course of many chronic 
illnesses. These range from minor rashes 
to the development of large intractable 
bed sores and decubital ulcers in areas 
exposed to pressure. Even the most at- 
tentive preventive nursing care cannot 
eliminate bed sores. It is an unexplained 
phenomenon that some patients who are 
bedridden for long periods never develop 











this complication, while others, whose 
nutritional status and general condition 
appear no different and who receive iden- 
tical nursing attention, will suddenly de- 
velop decubital ulcers after shorter pe- 
riods. The physiologic pathology of the 
skin in the debilitated aged is obviously 
poorly understood and would be a fruit- 
ful subject for intensive study. 

Table 3 shows the complications as 
they existed this week in 149 of our pa- 
tients over 65. 


MENTAL ILLNESS IN A CHRONIC 
DISEASE HOSPITAL 


The mental picture of the inmates of the 
chronic disease hospital is poor. There 
are of course many cases of varying de- 
grees of senility, although frank psy- 
choses are rare since psychotic patients 
are not admitted. Personality evaluations 
performed by the Rorschach technic* on 
79 of our most alert patients showed 9 
classified as normal; 42 as presenile, in- 
cluding 22 deteriorated; 24 as senile; with 
4 listed as uncooperative. 

Few of our inmates are in a well-ad- 
justed, serene mood and many are appre- 
hensive about their condition, restless, 
and cranky, while others are depressed, 
apathetic, and pessimistic. Many are sus- 
picious, resentful of the lack of attention 
on the part of their families, and generally 
unhappy. This is the general medical pic- 
ture that confronts those of us who are 
taking care of chronically ill, debilitated 
aged. What can be done to help them 
live out their life span in relative physical 
comfort and mental equilibrium? 


Constructive Therapy for the 
Debilitated, Hospitalized Aged 


Some of the ways and means for coping 
with these problems are discussed at 
length in my book on The Medical Care 
of the Aged and Chronically Ill,* and I 
should like merely to review some of the 
seemingly minor but very important 
therapeutic measures that may be of help. 








TABLE 3 
COMPLICATIONS IN 149 PATIENTS OVER 65 AT THE 
HOLY GHOST HOSPITAL, CAMBRIDGE, MASSACHUSETTS 
JANUARY 10, 1956 





Insomnia ee ae ee ee 46 
Fecal impaction i a6 
Respiratory infection .. ee, 
Urinary infection J A Spats oa 
Foot problems .. 5 Ae lea ga 
Urinary catheterization eee. 
Denture problems .................21 
LO OSS ee ere 7 





SELECTION OF PATIENTS 


First of all, patients should be carefully 
selected for admission to a chronic dis- 
ease hospital, care being taken not to ad- 
mit frankly psychotic patients who be- 
long in mental institutions. However, it 
is equally important not to refuse admis- 
sion to patients who may be temporarily 
mentally deranged because of their poor 
general condition, which may be im- 
proved with appropriate care.** 

The worst sin, which is committed 
every day in many nursing homes and 
hospitals, is to consider some of the ex- 
tremely debilitated individuals as purely 
“terminal care” problems or subjects for 
“custodial” care. A few years ago, these 
were perfectly justifiable terms appli- 
cable, for instance, to the malnourished 
hemiplegic who ended up at the chronic 
disease hospital after months in bed at 
home, perhaps arriving semicomatose, 
with bronchopneumonia and with bed- 
sores. The majority of such patients died 
after a few days of “terminal” care and 
those who survived miraculously, re- 
mained hospitalized custodial cases for 
the rest of their lives. 


*The Rorschach tests were performed and 
interpreted by Dr. L. B. Ames, research director 
of the Gesell Institute for Child Development, 
New Haven, Connecticut, who has described 
her experience with this personality evaluation 
in the aged in the book Rorschach Responses 
in Old Age.16 
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NEW APPROACH IN 
NMIANAGEMENT 


THERAPEUTIC 


Today we accept such patients for ag- 
gressive management and rehabilitation. 
They must usually be cleaned; their 
hydration and electrolyte balance is re- 
stored to normal by appropriate meas- 
ures and under laboratory control; in- 
fections are treated vigorously; and the 
nutritional status is evaluated and cor- 
rected by dietary measures, transfusions, 
protein supplements, and so on. The men- 
tal and physical status is then evaluated 
and rehabilitation, physiotherapy, and 
occupational therapy are instituted as 
soon as possible. The majority of these 
patients leave the hospital after a few 
months, come back regularly to continue 
their conditioning exercises, and some 
have even returned to gainful work. This 
type of result can also be obtained in 
many arthritic patients, even in those 
whom more conservative institutions 
have declared hopelessly crippled. By a 
skillful combination of hormonal ther- 
apy, local infiltration of joints and ten- 
dons with hydrocortisone, physiother- 
apy, and rehabilitative training, many of 
these abandoned prisoners of their joints 
are freed and restored to useful lives. 

Terminal or custodial care—indeed! 

The terms should be abolished or re- 
served strictly for those who cannot be 
helped by any means available in the 
modern medical armamentarium. Unfor- 
tunately, the physicians who attend the 
vast majority of these patients when they 
are first stricken do not seem to be aware 
of the benefits that can result from mod- 
ern rehabilitation. They consider them to 
be candidates for custodial care and do 
not realize the efforts being made by the 
more progressive chronic disease hos- 
pitals for the rehabilitation of these pa- 
tients. 


NEW CONCEPT OF REHABILITATION 


Those patients who cannot be restored 
to any degree of independent physical 
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activity must be made as comfortable as 
possible. This not only requires attention 
to the technical details of nursing care, 
but it demands that any medical condi- 
tion that can be corrected be treated ef- 
fectively and adequately. 

Even though a patient with metastasiz- 
ing cancer may die within a short time, 
this does not justify therapeutic nihilism 
if he suffers from a urinary infection 
which causes pain, tenesmus, chills, and 
fever. Such a patient must receive com- 
petent treatment, with antibiotics, sulfa 
drugs, mandelic acid, or whatever is in- 
dicated. He may have to be placed on 
constant drainage and, when this is neces- 
sary, only the best available closed drain- 
age system is good enough and will pre- 
vent superinfection. If there is trouble 
from a neurogenic bladder, tidal drainage 
should be used. 

Patients with gastrointestinal difficul- 
ties must be thoroughly investigated, re- 
gardless of the hopelessness of their gen- 
eral condition. Sometimes a vicious circle 
of one condition aggravating the other 
may be broken by curing the minor ail- 
ment. 

There is no excuse for permitting a 
patient to be plagued by continuous 
nausea and vomiting. If there is a me- 
chanical obstruction, it may be relieved 
by surgery or palliated by appropriate 
intubation to relieve the pressure. If the 
nausea is of central nervous system or- 
igin, a number of drugs should be tried 
to relieve it. 

Some of the difficulties of chronically 
ill patients may be iatrogenic, brought 
about by extended therapy. Electrolyte 
disturbances in the wake of hormone 
therapy, such as hypokalemia with 
adrenal or adrenotropic hormones or 
hypercalcemia with androgenic therapy, 
must be recognized and corrected. 

Sodium chloride losses caused by ex- 
cessive sweating or by the loss of hydro- 
chloric acid during prolonged gastric 
aspiration also require corrective meas- 
ures. 





Malnutrition is one of the most diffi- 
cult problems encountered in the chron- 
ically ill. Sometimes senile dementia is 
its root, at other times loneliness or neg- 
lect by the family. Dietary fears and 
fads result in malnutrition. We have 
found that many cancer patients ad- 
mitted to the Holy Ghost Hospital gain 
weight during the first few weeks of 
hospitalization. This may be explained 
by a variety of factors. The nurses are 
solicitous and attentive to dietary wishes; 
the food is good and served in an appe- 
tizing way; and the surroundings are 
pleasant. Spiritual needs are catered to; 
pains and discomforts are skillfully pal- 
liated. All of these factors contribute 
toward better nutrition and are effective 
enough to bring about temporary weight 
gains even in the stubborn malnutrition 
of neoplastic disease. 

Sometimes physical defects lead to mal- 
nutrition. Most often overlooked are 
poor teeth, lack or deficiencies of den- 
tures, deficiencies of digestive functions, 
or simply lack of appetite. There are a 
great many simple measures which may 
aid in overcoming these difficulties. Good 
dental care should be provided. Small 
doses of insulin sometimes stimulate ap- 
petite; a little hydrochloric acid and cer- 
tain digestive-enzyme preparations may 
be effective. In depressed patients, small 
doses of Benzedrine or Meratran may 
help and, in certain situations, the appe- 
tite-stimulating effects of cortisone are 
useful. Protein anabolic hormones—an- 
drogens, estrogens, or both—may im- 
prove the nutritional status and, in the 
hypothyroid aged, thyroid may improve 
appetite and bowel function. 


MENTAL OUTLOOK 


The mental outlook of the debilitated 
aged is important for the patient, for his 
family, and for the prevailing hospital 
atmosphere. We can hardly expect these 
tortured patients to be cheerful. Yet, a 
great deal can be done to help them to 


adjust to their plight. It is often said that 
one must care for the patient as a whole 
and not merely consider him as the car- 
rier of a disease. In these cases, the con- 
trary is sometimes true. One may im- 
prove the patients with chronic disease 
as a whole by treating all their infirmities. 
Regardless of the course of their major 
disease, patients will become worse men- 
tally if trivial matters are allowed to 
annoy them. If they are wet because of 
incontinence; if they itch with skin irri- 
tations; if they are wretched with nausea, 
uncomfortable with constipation, tired 
from sleepness nights; if they are worried 
from minor aches and pains of joint dis- 
ease or unrecognized osteoporosis; if 
their food lies heavily on their stomachs, 
or if they are dizzy from hypertension, 
how can they be reasonably well ad- 
justed, no matter what is done for the 
psyche? It is wrong to give useless pills 
and to ignore the patient’s anxieties and 
conflicts. Yet, it is equally wrong to con- 
centrate on psychiatric advice and ther- 
apy and to overlook the minor physical 
deficiencies, the sum of which may ren- 
der a person most wretched and miser- 
able. 

The physician who cares for such pa- 
tients must keep in mind the multiplicity 
of their diseases and take care of all of 
them as they arise. Better than that, he 
must anticipate some of these and at- 
tempt to prevent them. 


PSYCHOTHERAPY 


When all this has been done, we may 
then go to work with psychotherapy. In 
this we are aided by those fascinating 
agents, many of them new, which in- 
fluence the moods and. emotions—the 
sedatives, the stimulants, the tranquilizers. 
Much of this therapy is still in an experi- 
mental stage, yet it is already clear that 
some of these agents are useful tools in 
the care of the chronically ill and the 
debilitated aged. 
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Conclusions 


At the present time, we do not know 
with any degree of statistical accuracy 
which disorders to expect among our 
aged patients. Except for cardiovascular 
disease and mental deterioration which 
occur in nearly all those who live long 
enough, the pathologic picture varies 
greatly with the type of population 
studied. This ignorance of the basic 
pathology of old age renders difficult 
the practice of preventive geriatrics. 
Therapeutic geriatrics is hampered by 
a pessimistic attitude and exaggerated 
cautiousness based on the therapeutic im- 
potence of the past. This attitude delays 
the application of medical discoveries to 
the aged who are chronically ill. It 
causes the care of the aged to be con- 
sidered an uninteresting field which is 
shunned by the new generation of phy- 
sicians and neglected by the medical 


schools. It accounts for the poor quality 
of medicine in some of our chronic dis- 
ease hospitals. 

Those who oppose this professional 
skepticism and advocate an aggressive 
therapeutic attitude toward the chron- 
ically ill and aged are able to accomp!ish 
much with the means at hand. They can 
rehabilitate many who have been given 
up as incurable and palliate the discom- 
forts of those who cannot be cured. In 
the course of their work, they can un- 
cover many areas for new researches that 
need to be conducted. While they may 
be looked upon by some conventional 
minds as working on the fringes of med- 
icine, they are in reality pioneering on 
the very frontiers of our art. 

From the Cancer Research and Cancer Con- 
trol Unit, Department of Surgery, Tufts Uni- 
versity School of Medicine, and the Cancer 
Research Laboratories of the Holy Ghost Hos- 
pital, Cambridge, Massachusetts. 
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SYMPOSIUM: Problems of the Mind in Later Life 


Treatment of the nonhospitalized, 


emotionally disturbed elderly person 


EWALD W. BUSSE, M.D. 
DURHAM, NORTH CAROLINA 


Proper treatment of the nonhospital- 
ized, emotionally disturbed aged person 
is not solely the concern of the medical 
profession, as the emotional adjustment of 
these patients has a profound effect upon 
our society. Adverse influences of wide- 
spread importance can arise from a dis- 
eased or maladjusted group of persons 
within our population. Neglected old 
people can form such a potentially dan- 
gerous group. On the other hand, if 
properly handled, elderly people can be 
a major asset to society. 

The increasing rate at which mentally 
disturbed elderly persons are being ad- 
mitted to state mental institutions is 
alarming. This trend cannot be explained 
on the basis of organic psychosis for it 
does not appear that the incidence of 
senile or arteriosclerotic psychoses is ac- 
tually increasing. This evidence forces 
us to ask, Why is an increasing propor- 
tion of our aged population unable to 
remain adjusted in the community? What 
is the cause and treatment of their emo- 
tional disturbances? The other partici- 


EWALD W. BUSSE is professor and chairman of the 
Department of Psychiatry at Duke University 
School of Medicine, Durham, North Carolina. 
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The primary focus of this paper is 
the prevention and treatment of acute 
emotional disturbances. The therapeu- 
tic measures proposed are based upon 
current investigations dealing with 
psychic changes in elderly persons. 
Emotional disturbances which are 
given attention are depression, hypo- 
chondriasis, restlessness and wander- 
ing, and irritability and hostility. 


pants in this symposium have presented 
some of the answers to these questions, 
so that I shall restrict my discussion to 
certain specific emotional disturbances. 


Source of Data 


These particular emotional disturbances 
were selected because of my knowledge 
about them. This knowledge, although 
admittedly incomplete, is based primarily 
upon an investigation which was initiated 
five years ago. In 1951 my colleagues and 
I began a multidisciplinary study of the 
effect of the aging process on the central 
nervous system. At the inception of our 
study, our goals were somewhat limited, 
but our research design led us inevitably 
into new interests which we have fol- 
lowed and expanded. We felt that many 
influences upon the aged person must be 
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recognized and their interrelationships 
and effects be carefully considered. This 
is shown in the composition of our re- 
search team, as outlined in table 1. 

Table 2 lists the types of elderly people 
who were studied. It is obvious that they 
are not a true cross section of the general 
population. In contrast to most studies of 
elderly people, we directed our major 
interests toward the elderly person living 
in the community. The methods by 
which our subjects were studied are 
shown in table 3. Since our subjects were 
volunteers, we were caught between a 
study adequate from a scientific view- 
point and one exhausting to our subjects. 
Those who are interested in our research 
methods are referred to some of our pre- 
vious publications. I shall discuss in some 
detail those emotional disturbances which 
I found of special interest. The roots of 
these disturbances were present in our 
normal control subjects, and the end re- 
sults in our hospitalized subjects. 


Depression 


Our studies of “normal” old people 
brought to our attention the serious prob- 
lem of recurrent, depressive periods. 
Mood changes and actual periods of de- 
pression occur in the lives of younger 
adults, but, on the basis of our work? 
and that of previous investigators,*° it 
appears that elderly people experience a 
greater number of depressive episodes. 
Our subjects reported that, during such 
episodes, they felt “discouraged,” “wor- 
ried,” and “troubled,” to a point where 
it seemed that there was no reason to 
live. They sometimes wished that a pain- 
less death would intervene and a few 
subjects entertained suicidal thoughts. 
We noted, first of all, that the subjects 
from our lower socioeconomic groups 
suffered depressions much more fre- 
quently than subjects from our employed 
groups. This observation supports the 
view that an elderly person who con- 
tinues in some gainful occupation is apt 
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to remain reasonably well adjusted. An- 
other excellent defense against depressive 
episodes is the use of planned creative and 
recreational activities. 

The strong recommendation of phy- 
sicians to develop hobbies is not just a 
bright idea but is sound medical treat- 
ment based upon statistical evidence. Our 
studies showed that those persons who 
continued to work, even though they 
were past the usual age of retirement, 
were very likely to have many interests 
or hobbies. Also, the retired persons 
from our high socioeconomic group were 
very apt to occupy their time with 
planned activity. Both of these groups 
were relatively free of depressions and 
were quite different from those subjects 
requiring hospitalization because they 
were unable to adjust in the community. 
The people requiring hospitalization 
were almost devoid of any interests which 
could really satisfy their creative and 
recreational needs. For this reason, I be- 
lieve the physician is responsible for 
making sure his patients who are ap- 
proaching retirement or old age provide 
sources of entertainment and emotional 
rewards through planned creative and 
recreational activity. 

The older person, however, should 
avoid selecting hobbies which can be 
considered predominantly “receiving.” 
By this we mean a planned activity which 
requires little or no participation by the 
subject, merely his attention and effort 
to get the spot where the receiving is to 
be done. Listening to the radio and 
watching television, motion pictures, 
dramatics, and so on belong in this cate- 
gory. Although such activity does have 
some usefulness, it can be dangerous if 
it occupies the major portion of a per- 
son’s time. We believe that the elderly 
person should develop hobbies which re- 
quire intellectual and physical effort, 
which result in a completed object or 
some demonstrable achievement, and 
which have a goal which can be recog- 





GERIATRICS RESEARCH PROJECT—DUKE UNIVERSITY 


TABLE 1. 


INTERDISCIPLINARY GERONTOLOGICAL RESEARCH TEAM 





Professional group 


Anatomy 
Anthropology 
Medical 
Fields: 
e Psychiatry e Neurology 
Psychology 


Social Work 


Number and specialty 


..1 research anatomist, part-time 
1 consulting cultural anthropologist 
5 M.D.’s, part-time 


e Ophthalmology e Electroencephalography e General medical 


j 
l 


2 Ph.D.’s, part-time. 
3 doctoral candidates, full- or part-time 
1 full-time (M.A.) 





TABLE 2. POPULATIONS SAMPLED 


(60 YEARS OF AGE AND OLDER) 





Colorado 


Psychiatric In-patients (Colorado Psychopathic 
Hospital) 


Community Group A. Indigent and semi-indi- 
gent volunteers from University Hospital Med- 
ical Clinics. 


Community Group B. Retired people who were 
volunteers from National Annuity Leagues 
(successors to Townsend Clubs) and from 
church groups. 


Community Group C. Volunteers, working past 
the usual retirement age. 


Community Group D. Small volunteer group 
of physicians continuing to various extents their 
medical interests and activities. 


North Carolina 


Psychiatric In-patients (Butner State Hospital 
and Duke Hospital) 

Community Group A. Volunteers from clinics 
at the Veterans Administration Hospital and 
Duke Hospital. 


Community Group B. Volunteer members of 
xyolden Age Clubs and their friends; other non- 
professional volunteers. 


Community Group C. Volunteers still active in 
full-time occupations. 
Community Group D. Professors emeriti and 


other top-level professional people who vol- 
unteered. 





> 


rTABLE 5. ROUTINE BATTERY OF EVALUATIONAL 


STUDIES 





. Social history, including inventory, “Your Activities and Attitudes,” by Burgess, Cavan, and 


Havighurst 
. Medical history 
. Psychiatric evaluation 
. Physical examination 
. Neurologic examination 


. Ophthalmologic examination, including fundus photographs 


. Audiometry 
. Electroencephalogram 


. Microscopic vascular structure and hemodynamics of bulbar conjunctiva (“blood sludging” ) 


10. Laboratory studies: 


e Urinalysis e N.P.N. 


e Complete blood counts 


11. Full-length photograph against grid 
12. Observations in controlled social situations 
13. Psychologic test data: 


e Wechsler Adult Intelligence e@ Rorschach 


Scale (complete) 


e S.T.S. 


e Blood sugar 


e Thematic Apperception Test 


e Level of Aspiration 
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nized and appreciated by others. With 
such a hobby, the older person expe- 
riences a sense of doing something worth 
while, which is admired by others, and 
which permits him to maintain some 
prestige. 


Hypochondriasis 


An emotional disturbance of the elderly 
person which is likely to disrupt his re- 
lationship with the younger people with 
whom he lives is an anxious preoccupa- 
tion with the body and chronic com- 
plaining. It is not unusual for a physician 
to have an elderly woman brought to 
the office by her daughter. On the side, 
the daughter will tell the doctor, “I really 
doubt if there is anything wrong with 
Mother, but if she would only stop com- 
plaining and allow herself to have some 
other interests, we would all be a lot 
better off.” 

Under any circumstances, the hypo- 
chondriac is difficult to live with, but 
it seems even harder when he is an older 
person. This is because the young person 
is caught in his feelings of annoyance, 
rejection, and guilt, all interwoven with 
his concern over possibly neglecting the 
older person. 

An understanding of the mechanisms 
which underlie the appearance of hypo- 
chondriasis is most helpful in the ap- 
proach to this problem. Hypochondriasis 
is not a disease entity but a syndrome 
consisting of an anxious preoccupation 
with the body, or a portion of the body, 
which the patient believes is either dis- 
eased or not functioning properly. This 
syndrome may appear in a variety of 
conditions and may indicate a neurosis, 
a psychosis, a psychophysiologic reac- 
tion, or a personality disturbance. The 
last is of no particular interest in this 
discussion, since a personality disturb- 
ance is of long standing and cannot be 
considered to be a result of old age. A 
chronic complainer of this type follows 
this pattern from early life and treatment 
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becomes increasingly difficult with ad- 
vancing age. In contrast, hypochon- 
driasis can and does appear in elderly 
people as a symptom of the other dis- 
ease categories. 

In our experience, geriatric hypo- 
chondriasis is much more apt to be re- 
lated to a neurosis or a psychophysiologic 
reaction. It is true that the extreme ex- 
tent to which preoccupation of bodily 
complaints involves the individual may 
seem to indicate psychotic illness. We are 
reluctant to classify such persons as 
psychotic, however, because of the ready 
reversibility of the illness and their strong 
recognition of what is going on about 
them. 

There are three major components in 
the dynamics of hypochondriasis. (1) 
There may be a shift away, or with- 
drawal of the patient’s interests from 
other persons or objects about him and 
a centering of this interest upon himself, 
his body, and its functioning. (2) The 
discomfort produced by his illness may 
be utilized by the patient as punishment 
and partial atonement for guilt resulting 
from hostile, vengeful feelings against 
people who are quite close to him. (3) 
The syndrome can be caused by a shift 
of anxiety from some specific psychic 
area to a less threatening concern with 
bodily disease and functioning. 

Now, if we review these dynamics and 
see how they apply to elderly people, our 
treatment program can make more sense. 
Certainly, the retired worker who has 
had no other interests except his work is 
a likely subject for development of the 
first mechanism. Suddenly deprived of an 
outlet for energy and interests, he is apt 
to focus his attention upon himself. He 
becomes aware of bodily functions 
which he ignored in the past, and may 
give them just as much attention as he 
gave to his work before retirement. If 
the doctor believes that this dynamic is 
important in the appearance of the symp- 
tom, he should encourage the patient to 





find some sort of work which will be of 
real interest to him. However, among 
other therapeutic principles, which will 
be mentioned later, is one particularly im- 
portant at this time. This is the principle 
of not confronting the patient with the 
fact that there is no organic justification 
for his complaints, since it will add to his 
loss of prestige already threatened by re- 
tirement from work. 

The second mechanism—the use of the 
symptom as a means of self-punishment 
to dispel guilt feelings—is not as frequent 
in the elderly as it is in younger, people. 
This may be related to my belief that 
elderly people are much more likely to 
turn their hostile feelings outward rather 
than inward. The younger person whose 
illness stems from this mechanism is much 
more anxious and is actually experiencing 
the painful manifestations which placate 
the guilt. The rarity of this particular 
mechanism was shown clearly in a clinic 
which was designed to meet the problem 
of hypochondriasis.° Many of the clinic 
patients were in the older age bracket, 
and it was very apparent that their ill- 
ness and the clinic served as a substitute 
interest. This centering of interest upon 
the clinic also had its drawbacks, as it 
supplied the patients with a social outlet 
which they were reluctant to give up. 

In our own geriatric study,? we found 
that nearly all of the subjects with ex- 
cessive verbalized hypochondriasis had a 
poor relationship with their children. 
However, this poor relationship was 
probably not the result of the disturb- 
ance. In a previous study, we had graded 
the subjects as to their parental role in 
younger years. Eighty per cent of those 
persons in the excessively hypochon- 
driacal group had been rated as poor 
mothers and fathers. Apparently, such 
elderly people have had emotional diffi- 
culties of long standing which restricted 
the amount of interest they could invest 
in their children. 

The last mechanism—the shift of anx- 


icty from some specific area to bodily 
functioning—is certainly encountered in 
elderly people and is related to their anx- 
iety over loss of social prestige or finan- 
cial security. This hypochondriac refuses 
to admit that club members have rel- 
egated him to an unimportant position, 
denies that he is concerned about this, 
but insists that he is worried about some 
illness or weakness of the body. 

The treatment program for such a pa- 
tient should include (1) redirection of 
interests into emotionally stimulating 
areas and (2) opportunity to recognize 
specific anxieties and to solve them 
rather than shifting to bodily complaints. 
But, if these are the goals, how is this 
best accomplished? I have already men- 
tioned the first principle to which the 
doctor should adhere—that is, not con- 
fronting the patient with the fact that 
there is insufficient organic evidence to 
support his complaints. The second prin- 
ciple is that the physician should not tell 
the patient’s child or spouse that this pre- 
occupation with self is of emotional 
origin as the relative will inevitably be- 
come intolerant and confront the patient 
with this knowledge. To help the patient, 
the physician must be willing to accept 
his complaints, be willing to show an in- 
terest in their possible origin, but refrain 
from giving the patient a specific diag- 
nosis or explanation. Rather he should 
try supportive technics, including medi- 
cation or placebos, which will be con- 
crete evidence that the patient is receiv- 
ing help from the physician. At the same 
time, the physician should be willing to 
talk with the patient, explore possible 
emotional interests with him, and encour- 
age him to find new sources of satisfac- 
tion. 

The type of interest needed as a de- 
fense against depression is somewhat dif- 
ferent from that needed in hypochondri- 
asis. Depression requires a creation or a 
product while hypochondriasis requires 
an emotional security of “being liked and 


Geriatrics, April 1956 177 











capable of liking.” This is related to my 
view of the depressive mechanism in 
elderly people. 


Wandering 


Another specific problem is the wander- 
lust that is often found in old people. I 
frequently hear this sort. of complaint 
from the children of elderly parents. 
They tell me that father or mother is 
really incapable of driving an automobile 
and should not be permitted to have an 
automobile or a driver’s license; yet, the 
parent absolutely refuses to admit that 
this is true, and he or she insists upon 
driving any time and everywhere. The 
children frequently do not know where 
grandpa has gone for the afternoon and, 
if he is late in coming home, they worry 
that he may have got into some difficulty. 
Another form that this wanderlust takes 
is just walking or wandering around the 
neighborhood. 

Both of these symptoms are evidence 
that often the person does not really 
know what he is looking for, but feels 
that he must be doing something to re- 
duce tension, even though little will be 
accomplished by walking or driving 
around. In many ways, this wanderlust 
is analogous to the normal urge for travel. 
Most of us enjoy an opportunity to get 
away from problems and at the same time 
experience new excitement which we can 
relive again in reporting our travels to 
someone else. When the wanderlust ap- 
pears in an old person, it indicates that 
certain things have not been adequately 
supplied to him. He feels that he has no 
significant role in his home and that he 
is not getting the new experiences there 
that he requires. It has been demonstrated 
convincingly that an older person who 
tends to wander in a detached fashion can 
be changed by simply making things in- 
teresting, exciting, and somewhat de- 
manding in his home environment. Of 
course, this means that effort must be 
made to accomplish this, but it is better 
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to utilize preventive steps than to deal 
with the unfortunate consequences that 
can result. 


Irritability and Hostility 


Another common symptom of emotional 
disturbance is irritability. This mild ex- 
pression of anxiety and anger can often 
develop into more serious expression of 
hostility, either verbal or physical. Since 
irritability may be a forerunner of the 
more serious problem, it is wise to at- 
tempt to do something about the cause 
before its effects are really out of hand. 
The cause of this symptom often appears 
when the elderly person realizes that his 
physical functions are declining and that 
he is not as strong, controlled, and effec- 
tive as he once was. 

For example, in the morning the old 
man is in the kitchen attempting to help 
prepare breakfast when he accidentally 
hits one of the bottles resting on a table 
and it starts to topple over. In his younger 
years, the old man would have been able 
to catch the bottle before it actually fell. 
But, because his reflexes are slowed 
down, he is unable to move this fast and 
the bottle crashes onto the floor. His 
daughter turns around suddenly and says, 
“Oh Dad, why can’t you be more care- 
ful!” The rest of the morning you find 
the elderly gentleman becoming increas- 
ingly irritable, finding fault with things 
that do not seem to make any sense. 
Finally, his daughter remarks, “Why are 
you getting so mad at me? I didn’t do 
anything.” When he is told that he has 
no real reason for being angry, he simply 
returns by saying, “Oh, the hell with 
you.” The daughter reports that father 
is becoming more irritable and even 
swears at her at times. She is unable to 
see any rhyme or reason for this. 

If this pattern continues to develop, an 
episode like the following may occur. 
The old person is going down the front 
steps with his cane, when he accidentally 
slips and falls onto the ground. The son- 
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in-law dashes down the steps to help 
him, but as soon as he starts to lift the 
patient, the old man turns and hits his 
son-in-law across the shin with his cane, 
muttering, “Damn you, go away. I don’t 
need your help.” 

This chain of events is extremely com- 
mon and a physician is often told these 
stories with the final request, “What are 
we going to do about Grandpa? If this 
keeps up we are not going to be able to 
live with him!” 

In such a situation, an ounce of pre- 
vention is worth a pound of cure: In the 
first instance, the daughter should be 
aware that there is a decline in coordina- 
tion and reflex action and should be will- 
ing to accept the fact that, just as a child 
will make occasional errors, so will an 
elderly person. If the slip is accepted as 
an unfortunate accident, it is not seen as 
an accusation that the person is not as 
efficient as he used to be. However, if 
the elderly person becomes involved in 
making hostile remarks or physical ag- 
gressive acts, then the situation should be 
actively handled. If the person is told, 
“Grandpa, you can’t do that, you are 
going to have to control yourself,” 
only serves to increase his insecurity, for 
he is being told by a younger person 
that he is no longer an authority, that 
someone else is in control. 

A more realistic approach would be to 
recognize with the elderly person that 
certain difficulties do exist. If the daugh- 
ter is capable of saying, “Dad, I know 
that this is embarrassing for you, and I 
am sure you don’t like it,” the old per- 
son is helped in identifying the feeling 
which he is converting into overt hostil- 





ity. This also gives him a chance to talk, 
at home with his own family, about how 
difficult it is to accept the changes in 
his life. 

An overt expression of hostility which 
is not unusual for physicians goes some- 
thing like this. The doctor is called to 
examine an elderly person because of 
some sort of an infection. After he has 
been examined, the patient says sud- 
denly, “Doctors are no darn good. You 
look at my throat, thump on my chest, 
poke around on my stomach, and then 
give me a shot in the rear. There is noth- 
ing wrong with me, all of this is just 
making me sick.” Such a remark is ob- 
viously not realistic and to try to deal 
with it logically may end up in an argu- 
ment. If we simply say, “Now, look here. 
you really are sick. I am going to give 
you this shot whether you like it or not.” 
may get him to cooperate temporarily. 
but it really does not drain off his anxiety 
and_ hostility. 

Instead, it is much more reasonable to 
try to deal with the feeling which under- 
lies this remark. The physician might 
say, “Look, I know you don’t like being 
told to stay in bed, and I know that you 
resent the fact that you are sick, but you 
do need help, and we will do everything 
we can to get you back on your feet as 
soon as possible.” It is also wise for the 
doctor to attempt to avoid giving medi- 
cation in a form which is particularly ob- 
jectionable to the patient. For instance, if 
he is fearful of an intramuscular injection, 
and if medication can be given orally 
with reasonable effectiveness, I feel that 
it is saund medical practice to utilize the 
more comfortable method. 
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CLINICAL REPORT 





Cerebrovascular accident or brain tumor? 


CLINICOPATHOLOGIC CONFERENCE FROM 
THE JEWISH CHRONIC DISEASE HOSPITAL 


BROOKLYN, NEW YORK 


@ DR. MARTIN G. GOLDNER: The two pa- 
tients to be presented at this conference 
illustrate the importance of careful dif- 
ferential diagnosis in patients who may 
appear to be suffering from cerebrovas- 
cular accidents. Some of these patients 
may actually be suffering from expand- 
ing cerebral lesions which may be amen- 
able to surgical treatment. The physician 
practicing among an aging population 
must be alert to this possibility. I hope 
that our discussion will review the clini- 
cal signs and the newer laboratory means 
which are essential for this differential 
diagnosis. Dr. Aslan will present the his- 
tories. 


Presentation of Cases 


DR. M. ASLAN: Case 1 is that of Mrs. S.S., a 
63-year-old white housewife, who was 
admitted to this hospital on August 26, 
1955, complaining of left hemiplegia and 
lethargy. 


Prepared from a weekly medical conference 
held at the Jewish Chronic Disease Hospital of 
Brooklyn and conducted by Dr. Martin G. 
Goldner; edited by Dr. Goldner and Dr. Harold 
Cohn of the hospital staff. 
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The patient’s present illness started 
suddenly four months prior to admission. 
While being treated for chronic con- 
gestive failure, she had what appeared to 
be a “small stroke,” characterized by 
transient headache, vertigo, mental con- 
fusion, and deviation of the eyes to the 
left. She had three recurrences of these 
symptoms within a few days and was 
consequently hospitalized at a neighbor- 
ing institution where the following posi- 
tive findings were elicited: blood pres- 
sure 148/94, pulse 72 and irregular, tem- 
perature 98°, and left pupil slightly larger 
than the right. She had distended neck 
veins with some inspiratory, high-pitched 
wheezes in the lungs. Heart was enlarged 
to the left and a grade III systolic mur- 
mur was heard at the mitral and tricuspid 
areas. The liver was enlarged and tender, 
and extended 8 cm. below the costal mar- 
gin. Three-plus pitting edema was pres- 
ent and the pulsation of the left dorsalis 
pedis artery was absent. Neurologic ex- 
amination revealed no abnormalities. An 
eye-ground examination was not satis- 
factory due to lack of patient’s coopera- 
tion. Electrocardiographic examination 
showed auricular fibrillation with digi- 
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talis effect as well as a probable old antero- 
septal infarction. A chest roentgenogram 
revealed enlargement of the heart, ar- 
teriosclerosis of the aorta, and noticeable 
emphysema of the lungs. Urine examina- 
tion revealed albumin, 1 plus, and occa- 
sional granular casts. Serum globulin was 
elevated, the cholesterol esters greatly 
diminished. The patient was soon dis- 
charged from that hospital with a diag- 
nosis of congestive heart failure and en- 
cephalopathy due to arteriosclerosis. 

Three months later she was again hos- 
pitalized with right-sided headache, pe- 
riodic tremor of the left arm, ptosis of 
the left eyelid, flattening of the left naso- 
labial fold, loss of memory, weakness, 
and lethargy, all of which developed 
gradually within three days. 

Physicai examination at that time 
showed findings similar to the previous 
admission except that the left arm was 
somewhat atrophic and deep tendon re- 
flexes were increased on the left. Her 
tongue deviated to the left. Laboratory 
examinations were similar to the previous 
admission. Neurologic findings improved 
within one day and the patient was able 
to walk with only slight help. Upon dis- 
charge, the diagnosis was that of a small 
cerebrovascular accident due to throm- 
bosis. 

Four days later, she was admitted to 
our hospital manifesting considerable 
lethargy and weakness of left arm and 
leg. 

Her past and family histories were not 
significant. Physical examination on ad- 
mission was essentially the same as on the 
previous occasions except that blurring 
of the disks on retinoscopic examination 
and equivocal left Babinski reflex were 
demonstrated for the first time. 

Laboratory findings included hemo- 
globin 14; white blood cells, 8,100; poly- 
morphonuclears, 74; lymphocytes, 20; and 
mononuclears, 6. Urine had a specific grav- 
ity of 1.020; albumin, 3 plus; sugar, nega- 
tive, and occasional red and white blood 


cells. Blood sugar was 67; urea nitrogen. 
18.2; total protein, 8.05; albumin, 3.95; 
globulin, 4.10; chloride, 90.5 mEq./!.; po- 
tassium, 3.94 mEq./l.; and sodium, 136.5 
mEq./1. Electrocardiogram showed auric- 
ular fibrillation, digitalis effect, and 
myocardial involvement. An x-ray film 
of the chest showed enlarged heart and 
calcified aortic arch. X-ray examination 
of the skull showed pineal shift to the left 
and calcified choroid plexus. 

A neurologic consultation on Septem- 
ber 2, 1955, confirmed the possibility of 
space-occupying lesion on the basis of 
definite shift of the pineal body to the 
left in skull roentgenogram, papilledema, 
and left hemiparesis. 

Right cerebral arteriography was car- 
ried out on September 2 which showed 
the displacement of the anterior cerebral 
artery toward the left and anteriorly, 
indicating a space-occupying lesion in 
the frontoparietal region of the brain. 

The patient was operated on Septem- 
ber 9 and a brain tumor was removed 
from the right frontal lobe. 

Histopathologic diagnosis: Glioblas- 
toma multiforme, grade IV. 

The patient is doing well postopera- 
tively; she has no headache, vomiting, or 
blurred vision and is alert and active. 
X-ray therapy is being given to the af- 
fected area of the brain. 

Case 2 is that of Mrs. E.K., a 55-year- 
old white typist, admitted to this hospital 
on July 14, 1955 for rehabilitation for a 
recent hemiplegia. 

Her present illness started seven weeks 
prior to admission with a sudden onset of 
left-sided hemiparesis, without loss of 
consciousness or aphasia but associated 
with severe frontal headache. At that 
time, an elevated blood pressure of 189/ 
110 was obtained. During the ensuing 
three weeks, she gradually developed 
complete hemiplegia and was referred to 
our hospital with the diagnosis of cere- 
brovascular accident. 

Her family history showed that her 
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Fic. 1 (Case 1) A. Plain film of skull shows a definite shift of the pineal gland (@) to the left. 
B. Angiographic studies demonstrate a definite displacement of the anterior cerebral artery 


(>) to the left. 


mother died of diabetes; a brother and 
sister died of coronary heart disease. Past 


history was not significant. 


Physical examination on admission 
showed she was a well-nourished, well- 
developed, slightly disoriented, and un- 
cooperative white female. Blood pressure 
was 180/110. Head showed no abnor- 
malities. Eyes showed no impairment of 
external ocular muscle function and no 
nystagmus; pupils reacted to light and 
accommodation. The fundi showed hem- 
orrhages, exudates, A-V nicking, and 
papilledema present bilaterally. The face 
had a mild flattening of the left nasolabial 
fold. The tongue deviated to the left. 
Neck was negative. Lungs were clear 
posteriorly and anteriorly. Heart was 
slightly enlarged, with regular sinus 
rhythm and A2 equal to P2. Abdomen 
was soft; liver, spleen, and kidneys were 


not palpable. The left upper and lower 


extremities were spastic with exaggerated 
deep tendon reflexes as well as positive 
Babinski and Hoffman signs. Sensory ex- 
amination showed noticeable loss of ap- 
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preciation for all modalities in the left 
side. The impression was that of cardio- 
vascular accident or of space-occupying 
lesion of the brain. 

Laboratory findings showed hemoglo- 
bin 15 gm.; red blood cell count, 4,500,- 
000; white blood cell count, 9,100; poly- 
morphonuclears, 75; lymphocytes, 20; 


5 


eosinophils, 3; mononuclears, 2; sedimen- 
tation rate, 32; hematocrit, 49; prothrom- 
bin time, 13.2; clot density, 11; and fibrin- 
ogen, 318. Urinalysis showed acid reac- 
tion; specific gravity, 1.020; albumin, 
trace; sugar, negative; blood, negative; 
and acetone, negative. There were occa- 
sional red and white blood cells. Blood 
chemistry examination showed sugar to 
be 107 and cholesterol, 264. Esters were 
75 per cent; urea nitrogen, 19; sodium. 
151; chloride, 110; CO,-combining pow- 
er, 54; potassium, 4.8; total protein, 7.5; 
albumin, 3.7; and globulin, 3.8. 
Electrocardiographic examination re- 
vealed nonspecific T-wave changes over 
the anterior wall, and old posterior wall 
infarction cannot be ruled out. 














ric. 1 (Case 2) A. Plain film of skull discloses erosion and atrophy of the floor as well as the 





dorsum of the sella turcica and of the posterior clinoid. B. At angiography, particularly during 
the capillary and venous phase, a definite “tumor stain” is demonstrated (<) which seems to 
originate from a branch of the anterior cerebral artery, suggesting a lesion in the right parietal 


region. 


Because of the progressive character 
of neurologic findings and presence of 
papilledema, brain tumor was suspected. 
A scout film of the skull taken on Sep- 
tember 19, 1955 showed lytic changes in 
the area of the sella turcica. An angio- 
gram was made on October 1 which re- 
vealed an abnormality suggestive of tu- 
mor in the right posterior frontal lobe. 
The next day the patient had a fever and 
became semistuporous. A urine culture 
revealed staphylococci, but this condition 
cleared up within a few days after anti- 
biotic therapy. A craniotomy was per- 
formed on October 4 and a tumor was 
removed from right frontal lobe. 

Histopathologic diagnosis: glioblasto- 
ma multiforme, remote possibility of 
metastatic carcinoma. 

About one-and-a-half months after op- 
eration, the patient had three episodes of 
convulsions on the involved side, which 
were attributed to postoperative scarring 
and controlled with Dilantin Sodium. 
Now she is alert and active and has no 
vomiting or headaches. She is having 
x-ray therapy on the affected area of the 





brain and physical therapy for left hemi- 
plegia. 

DR. GOLDNER: Dr. Nathanson will show 
and discuss the x-ray findings. 


X-ray Findings 
DR. LOUIS NATHANSON: The plain film of 
the skull of case 1 reveals a definite shift 
of the pineal gland to the left, indicating 
a right-sided lesion (figure IA). The lat- 
eral view shows an inferior displacement 
according to measurements. 

Angiocardiographic studies reveal an 
anterior upward displacement of the an- 
terior cerebral artery. It is also our im- 
pression that the middle cerebral is dis- 
placed inferiorly. The frontal studies 
show a definite displacement of the an- 
terior cerebral to the left (figure IB). The 
middle cerebral artery is also depressed 
and also displaced somewhat to the left. 
There is also a straightening of the an- 
terior cerebral vessel indicating a lesion 
adjacent to the vascular structures. It was 
our impression, therefore, that there is a 
mass-displacing lesion within the fronto- 
parietal region on the right side. 
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In case 2, the plain-film studies of the 
skull disclose an erosion and atrophy of 
the floor of the sella as well as the dorsum 
sellae and posterior clinoid, which, we 
believe, indicates evidence of intracranial 
pressure (figure ITA). 

Angiographic studies show anterior 
and upward displacement of the right 
anterior cerebral vessel as well as a dis- 
placement to the left. A definite tumor 
stain can be demonstrated during the 
capillary and venous phase of the filling, 
and seems to originate from a branch of 
the anterior cerebral artery. The findings 
impress us as indicating a mass lesion in 
the right parietal region (figure IIB). 

DR. GOLDNER: Dr. Lewitan, do you wish 
to add anything from the radiologic point 
of view? 

DR. ALEXANDER LEWITAN: I would like 
to state that cerebral arteriography is a 
very helpful diagnostic method in the 
localization of brain tumors. Use of this 
method will give an idea as to the type of 
lesion we may be dealing with. Menin- 
giomas, vascular malformations, and glio- 
blastomas frequently manifest themselves 
by tumor stains and abnormal vessels. On 
the other hand, avascular lesions, such as 
hematomas and abscess formations, show 
a paucity of blood vessels. It is also pos- 
sible to tell whether the displacement of 
the anterior cerebral artery is caused by 
a lesion in close proximity or a distant 
one. The normal undulations of the ves- 
sels are lost in a lesion which is close by. 
These two cases showed this marked dis- 
placement with loss of undulations which 
indicated a lesion within the frontal lobe 
area. 

The value of cerebral arteriography is 
not limited to the arterial displacement 
which is so frequently seen, but also by 
its venous phase, which will disclose dis- 
placement of the deep cerebral veins in 
the presence of deep-seated tumors. 

I also believe that it is superior to en- 
cephalography as it has less of a tendency 
to disturb the delicate balance between 
the tumor and brain. 
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DR. GOLDNER: Dr. Schargel, as the visit- 
ing physician on service, will you tell us 
what made the staff suspect that these 
patients may be suffering from something 
other than the recorded initial diagnoses 
of cerebrovascular accident? 


Discussion by Visiting Physician 
DR. SIEGMUND SCHARGEL: Both our patients 
were well within the age group in which 
both arteriosclerosis and hypertension are 
frequent. The past histories of arterio- 
sclerotic heart disease and hypertension 
respectively would seem to favor the di- 
agnosis of cerebrovascular disease. The 
symptoms were of a general nature and 
included headache, lassitude, and mental 
changes. However, the severe localized 
headache in the second case was some- 
what suggestive of a possibility of a focal 
expanding lesion. The onset and course 
of these symptoms, however, are of much 
greater significance than the symptoms 
themselves. In cerebrovascular disease, 
the onset is sudden, being explosive in 
the case of hemorrhage and somewhat 
slower in thrombosis. In both of these in- 
stances, if the patient survives, there gen- 
erally follows a period of some recovery 
or at least stabilization without further 
progression. 

It is true that, even in cerebral tumors, 
hemorrhage within the mass may at times 
produce an abrupt manifestation of 
symptoms and signs. Ordinarily, how- 
ever, the onset is insidious and followed 
by slow progression. If there should be 
periods of improvement, they are usually 
followed by periods of further progres- 
sion, resulting in a generally variable but 
downward course. Both our patients fol- 
lowed this pattern. Moreover and most 
important, during the period of observa- 
tion, both patients developed signs of 
increasing intracranial pressure manifest- 
ed by progressive papilledema. The pos- 
sibility of a brain tumor was therefore 
considered very likely and further con- 
firmation was sought. 











DR. GOLDNER: Dr. Freedman, you, the 
neurosurgeon, examined both patients. 
Will you summarize your impression? 


Discussion by Neurosurgeon 


DR. HOWARD FREEDMAN: The differential 
diagnosis between infarcts and neoplasms 
involving the brain is frequently a diffi- 
cult one, especially for the physician who 
sees the patient at the onset of any diffi- 
culty. However, with the passage of even 
short periods of time, certain differential 
points appear. In the histories of the two 
patients presented this afternoon, there 
are certain key phrases which should alert 
a diagnostician to the probability of brain 
tumor as against infarction of the central 
nervous system. In the first case, that of 
patient S.S., the key phrase is that of 
“recurrence.” This patient was evidently 
having recurrent convulsive seizures. The 
appearance of convulsive seizures in an 
adult is an almost sure indication of the 
presence of an intracranial tumor and 
should always lead to further investiga- 
tion with suitable studies in the form of 
angiography or intracranial air studies. 
The key phrase in the second case, that 
of patient E.K., is that of “gradually de- 
veloped.” This, of course, indicates the 
progression of symptoms which is char- 
acteristic of intracranial tumor as op- 
posed to infarction. 

Though certain exceptions do occur, 
by and large, the appearance of convul- 
sive seizures in an adult or the gradual 
progression of neurologic difficulty in- 
dicates the presence of tumor involving 
the central nervous system rather than 
infarction resulting from primary vascu- 
lar disease. 

DR. GOLDNER: As a result of these 
studies, craniotomies were performed and 
you were told that tumor masses were 
found at the expected sites. Unfortunate- 
ly, in both instances, the tumors were 
highly malignant. Dr. Aronson, the neu- 
ropathologist, will discuss the pathologic 
findings. 








Pathologic Findings 


DR. STANLEY ARONSON: Surgically resected 
tissues, in both cases, were submitted for 
histologic evaluation. In case 1, an ex- 
tremely cellular neoplasm was encoun- 
tered (figure III). The predominant cell 
was the spongioblast, although more ma- 
ture forms resembling astrocytes were 
also. seen. Numerous hemorrhages and 
foci of necrosis were also visible. In addi- 
tion, many of the blood vessels displayed 
a prominent endothelial hyperplasia. 
Pseudopalisading was observed. Patho- 
logically, a diagnosis of astrocytoma, 
grade IV, was made, in conformity with 
the simplified glioma nomenclature adopt- 
ed by many laboratories and initiated by 
Kernohan and his associates at the Mayo 
Clinic.’ This designation replaces the old- 
er term, “glioblastoma multiforme” and 
indicates its close pathogenetic relation- 
ship to the benign astrocytoma. The lat- 
ter neoplasm is now referred to as astro- 
cytoma, grade I. The transitional gliomas 
of astrocytic origin are now called astro- 
cytoma, grades II or III, based upon cer- 
tain histoarchitectural and cytologic cri- 
teria. A close correlation between prog- 
nosis and this grading system is seen. 
Tissues derived from the second case 
were scanty. A highly malignant, ana- 





#2, ne 


Fic. m1. Astrocytoma, grade IV (glioblastoma 
multiforme), showing excessive vascularity, foct 
of necrosis, and pseudopalisading. Hematoxylin 
and eosin stain (x 100). 


Geriatrics, April 1956 = 185 











plastic tumor was evident microscopi- 
cally, probably representing an astrocy- 
toma, grade IV. The remote possibility 
of a metastatic carcinoma could be elimi- 
nated. 


Discussion 


DR. GOLDNER: Following. removal of as 
much of the neoplasm as possible, both 
patients were subjected to intense radia- 
tion. Dr. Lewitan, what is the value of 
radiation in such cases? 

DR. LEWITAN: The results of radiation 
therapy in glioblastoma are in general 
poor. However, once in a while a good 
palliative result is obtained, and I recall 
several such cases which we had here and 
which responded quite well to this form 
of treatment. One case in particular was 
converted from a comatose individual to 
an ambulatory patient who could leave 
the hospital, and each time on recurrence 
of symptoms, responded to additional 
courses of radiation therapy. It is such 
experience that justifies the use of this 
mode of therapy for these desperate cases. 

DR. GOLDNER: Are there any discussions 
or questions from the floor before I ask 
Dr. Rabiner, the director of the Neuro- 
logical Service, to summarize the cases? 

DR. M. JACoBI: It has been my impres- 
sion that radiation therapy produced rela- 
tively little destruction of, or inhibition 
in growth of, primary malignant brain 
tumors, even when used in doses approxi- 
mating 5,000 r. On the other hand, sub- 
sequent study of the normal brain tissue 
in these irradiated cases showed profound 
alterations in the white matter ranging 
from necrosis of the myelin sheath and 
axone, glial cell destruction, and neuron- 
cell changes to extensive scar formation. 
Such areas of destruction were not limit- 
ed to the immediate vicinity of the ir- 
radiated neoplasm, but were found at 
quite a distance from it and not infre- 
quently involved vital centers in the 
hypothalamus and brain stem. These im- 
pressions have been confirmed recently 
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both for man and experimentally in mon- 
keys by Arnold and his coworkers.” They 
note also that the dosage of 6,000 r. ac- 
cepted as therapeutically effective and 
safe seems based on the erroneous con- 
cept of strong radioresistance of the 
nervous system, but that this dosage, as 
well as doses of considerably lesser order 
and supposedly therapeutically ineffec- 
tive, produce precisely such destructive 
lesions in normal brain tissue. 

While we are often forced to use radia- 
tion therapy in these cases in the absence 
of other, more effective, modalities, let it 
not be forgotten that it is of doubtful 
clinical efficacy, and that it may be a 
harmful agent to the normal brain. 

DR. HAROLD COHN: Patients with malig- 
nant brain tumors often require further 
therapy after surgery. Dr. Jacobi has indi- 
cated the disadvantage of x-radiation. | 
understand that a new experimental mo- 
dality of radiating malignant brain tissue 
is now being developed with the use of 
boron. It has been demonstrated that par- 
enterally-adminstered boron is often selec- 
tively taken up by malignant tissue of the 
central nervous system. Subsequent ex- 
posure of the area to a neutron beam will 
make the absorbed boron radioactive 
and may provide a means of subjecting 
the surrounding tumor to radiation from 
within. 

DR. GOLDNER: Before I ask Dr. Adesman 
to say a few words on this very timely 
question about the diagnostic and thera- 
peutic use of radioactive isotopes in tu- 
mors of the brain, we should give the 
radiologists an opportunity to tell us 
more about the dangers of x-radiation, 
which Dr. Jacobi just mentioned. 

DR. NATHANSON: The sensitivity of 
gliomas to radiation is variable. Glio- 
blastoma multiforme does not respond 
and the results are generally poor. Glio- 
mas of a higher level frequently do re- 
spond and may be controlled for pro- 
longed intervals. The response to radia- 
tion cannot be determined from the his- 











tology of the tumor. The effect is appar- 
ently biologic and one cannot predict be- 
forehand which gliomatous tumor will 
respond. It is true that brain damage does 
occur with increasing tumor dosage but 
one is justified in producing this dam- 
age while controlling tumor growth. 

With supervoltage and cobalt therapy, 
there is less side scatter and the total area 
of brain tissue affected is diminished. 
There is also negligible skin and bone 
damage and the systemic effects are less. 
Because of the diminished side effects, 
one is able to administer a cancerocidal 
dose to the tumor area within a pre- 
scribed time interval. 

Our impression is that postoperative 
radiation to gliomatous brain tumors is a 
valuable adjunct in their treatment. 
Radiation is particularly valuable in the 
treatment of medulloblastomas, pituitary 
adenomas, and in certain types of meta- 
static malignancies. 

DR. LEWITAN: The basic principle of 
radiation therapy of any tumor is based 
upon the difference in sensitivity of tu- 
mor tissue as Opposed to normal tissue. 
This holds true within the brain as well 
as within any other place of the body, 
and is the reason for the treatment of 
glioblastoma by radiation therapy. | 
stressed before that this treatment is only 
of a palliative type. Dr. Arnold called at- 
tention to the inflammatory reactions 
which can occur in the normal brain as 
a result of radiation therapy. This, how- 
ever, does not militate against the use of 
radiation therapy in these malignant 
tumors. We have modified our technic 
to include as little normal tissue as pos- 
sible in our treatment fields. 

DR. JEROME ADESMAN: In recent years, 
in addition to this, there have been sev- 
eral reports on the diagnostic localization 
of cerebral lesions through the use of 
radioactive substances. Early workers, 
utilizing radioactive phosphorus, were 
able to demonstrate an increased uptake 
by neoplastic cells. The fact that this 





particular isotope emits only a_ short- 
range beta particle confines its use to 
the actual surgical explorations when in- 
tracerebral probings can be performed. 
More recent work has been with gamma- 
emitting substances of which radioiodine- 
labeled serum albumin has gained widest 
use. The technic consists of intravenously 
injecting a dose of 5 microcuries per kilo- 
gram and then ten to twenty-four hours 
later counting over multiple symmetrical 
regions of the skull. Areas in the involved 
hemisphere will give evidence of 25 to 
50 per cent more activity than the corre- 
sponding region on the normal side. 

This increased uptake in the site of 
pathology is more a reflection of altered 
vascularity and hemodynamics than an 
avidity for a particular isotope by neo- 
plastic tissue. Latest reports have indi- 
cated a diagnostic accuracy of between 
75 to 95 per cent and these figures com- 
pare well with such technic as arterio- 
grams and air studies. The larger the size 
of the lesion, the closer to the surface of 
the brain, and the more vascular the 
lesion, the greater is the likelihood of 
demonstration by this technic. Midline 
and posterior fossa lesions are less well 
localized. This technic in no way makes 
obsolete the usual studies but rather adds 
another diagnostic tool that has the spe- 
cial virtues of being relatively simple and 
innocuous to the patient. 

DR. JACOB scHoTtT: I should like to ask 
whether convulsive seizures occur as an 
aftermath of cerebrovascular accidents, 
such as hemorrhage, thrombosis, or em- 
bolism? I refer not to an immediate after- 
math, but a delaved one weeks or months 
after the onset of the incident. 

Perhaps Dr. Rabiner can answer this 
question in his summary. 


Summary 
DR. ABRAHAM RABINER: The importance of 
every physician possessing knowledge of 
neurologic diagnosis is illustrated by 
these two cases. 
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The first patient had what was called 
a “small stroke” four months prior to ad- 
mission. It was stated that her eyes de- 
viated to the left and that she complained 
of headache, dizziness, and confusion. 
Later at home she had two or three sim- 
ilar episodes with retrograde amnesia and 
was admitted to another hospital where 
attention was focused on distended neck 
veins, an enlarged heart, a grade III sys- 
tolic murmur at tricuspid and mitral 
areas, auricular fibrillation, 3 plus pitting 
edema. She also had | plus albumin and 
occasional granular casts on urinalysis. 
She was discharged on the sixth hospital 
day with a diagnosis of congestive heart 
failure and encephalopathy due to 
arteriosclerosis. 

It has been repeatedly emphasized that, 
in cerebral vascular disease such as throm- 
bosis, embolus, or hemorrhage, “light- 
ning does not strike twice” in the same 
area in the brain. When a patient has re- 
peated episodes pointing to disease in the 
same area of the brain, every effort should 


be exerted to make certain that a space- 


occupying lesion is not overlooked. 
Moreover, when three months later she 
was readmitted to the same hospital with 
headache on the right side of the head, 
flattening of the left nasolabial fold, 
memory impairment, with more active 
deep tendon reflexes on the left, the clini- 
cian should have suspected a space-oc- 
cupying lesion of the right cerebral 
hemisphere. In destructive vascular le- 
sions, the head and eves deviate to the 
side of the lesion away from the para- 
lvzed extremities. When the head and 
eves in brief attacks deviate toward the 


involved extremities, such episodes 
should be interpreted as convulsive seiz- 
ures with the eyes looking away from the 
side of the brain where the lesion is pro- 
ducing irritative symptoms. 

The second patient was admitted with 
a history of increasing weakness of the 
left extremities for seven weeks. Motor- 
power impairment on the left side of the 
body advanced steadily from mild hemi- 
paresis to complete hemiplegia. In cere- 
bral vascular disease, maximum disability 
occurs catastrophically initially or within 
a matter of hours. Thereafter, the pa- 
ralysis remains stationary or improve- 
ment ensues. A space-occupving lesion 
should be suspected when the dis- 
abling symptoms advance in_ severity 
after the initial onset. In answer to Dr. 
Schott, any type of convulsive manifes- 
tations occurring for the first time after 
the fourth decade of life may rarely be 
due to cerebrovascular disease, but a 
space-occupying lesion may be present 
and must be ruled out before the diag- 
nosis of cerebral vascular disease is made. 

DR. GOLDNER: This conference has dealt 
with a most important chapter of chronic 
and geriatric medicine. In the two pa- 
tients presented, the differential diag- 
nosis changed the therapeutic approach 
but unfortunately did not change the 
prognosis. Let us not forget, however, 
that the same problem may be posed by 
a benign growth as for instance a men- 
ingioma, and how different the prognosis 
then would have been! We must ever 
be on the alert that a seemingly incurable 
syndrome may occasionally be caused by 
a-curable disease. 
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Editorial 





The growing pains of maturity 


HER REMARKABLE BOOK, Gift from the 
Sea, Anne Morrow Lindbergh argues 
strongly that, for persons in the 40's or 
50’s, midlife presents an opportunity for 
taking stock; of looking where one is 
going; of wondering why one is going 
there, and of learning if something might 
be done to make life more purposeful, 
more soul satisfying, and more worth 
living. 

As she says, “The primitive physical 
functional pattern of the morning of life 
... is outlived. But there is still the after- 
noon opening up, not in the feverish pace 
of the morning, but in having time at 
last for those intellectual, cultural, and 
spiritual activities that were pushed aside 
in the heat of the race.” She wonders if 
the second part of life might not be a new 
adolescence. Again there can be “discon- 
tent, restlessness, doubt, despair and long- 
ing.” She compares these discomforts to 
the growing pains of childhood, which 
are accepted as a necessary part of grow- 
ing up. 

Unfortunately, as Mrs. Lindbergh says, 
most middle-aged persons distrust such 
feelings; they fear them, and tend to flee 
from them. They tend to take refuge in 
frantic and largely fruitless overwork. 





Many a person tries to dodge these invi- 
tations to mental growth “as if they were 
devils, when really they might be angels 
of annunciation.” 

Many a restless man of 40 or 50 would 
do well to read and reread Philip Barry’s 
play, Holiday, in which the hero, after 
making his pile, wants to take off a year 
—a sort of holiday during which time he 
will try to decide what use he will make 
of the rest of his life. 

The books of James Branch Cabell, 
written in magical English, are full of this 
same idea—dissatisfaction with “success,” 
middle-aged disillusionment with life, and 
the realization that much in life is sham 
and the doing of that which is expected 
of one. Cabell also felt that middle age 
may be a period of new growth. 

Unfortunately, when the opportunity 
to change comes, the mentally dissatis- 
fied and restless person often lacks the 
perceptiveness to see it and the courage 
to take it. He does not dare go out into 
the world to find new interests. He may 
not have the courage to cut free from the 
old office, the old job, the old ways of 
life, and perhaps the old. comfortable 
income. 

WALTER C. ALVAREZ, M.D. 
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Reviews 





A Handbook of Hosfital Psychiatry: 
A Practical Guide to Therapy 

1955. New York: 
Inc. 560 


Interna- 
pages. 


LOUIS LINN, 
tional 
$10.00. 


M.D., 
Universities Press, 


This book, which has been long overdue, will 
become a classical milestone in medical liter- 
ature. Though not without minor defects, such 
as a preference for trade names instead of 
generic identification of drugs, its impact will 
grow as its breadth of view, comprehensive- 
ness, and pragmatic, realistic approach are ap- 
preciated. This is a mine, richly laden with facts 
and sound ideas, so organized as to be readily 
accessible for reference, and so well presented it 
is a pleasure to read. The innumerable questions 
of hospital psychiatry are presented in five major 
sections: treatment program, treatment team, pa- 
tients, hospital, and community. 

Why is it appropriate to review a book on 
hospital psychiatry in a journal devoted to ger- 
iatrics? Because mental illness in the aging and 
the aged constitutes a highly urgent and sig- 
nificant challenge to geriatric medicine. Antici- 
pation, prevention of disease, and the construc- 
tion of greater mental health are responsibilities 
of geriatric medicine as well as the care of the 
mentally disabled. Unfortunately, too many ger- 
iatric patients spend their last days, or even 
years, in hospitals for the mentally ill. It is well 
known that the older age group is preempting 
more and more hospital beds. This more prop- 
erly concerns geriatric medicine than it does 
psychiatry. 

Dr. Linn’s chapter on the problems of the 
aged in psychiatric hospitals, while brief, is a 
clear and adequate presentation of the major 
questions involved. He raises more questions 
than can be answered now and thus outlines 
some of the areas in which research is needed 
most urgently. This volume is worthy of atten- 
tion. The chapters on the relatives of patients, 
family care, and educating the public contain 
much which should be known, but unfortunately 
is not, by everyone dealing with the elderly. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 
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Aging and Retirement. A Report on the 
Fifth Annual Southern Conference 
on Gerontology 

Gainesville: University of Florida Press, 1955. 

142 pages. $2.00. 
This book contains a report of many papers giv- 
en at the fifth annual Southern Conference on 
Gerontology, held at the University of Florida, 
December 28 to 30, 1954. It can be of value to all 
persons interested in these problems. Most of the 
papers are well written and thought provoking. 

For instance, a paper by Robert W. Kleemeier 
and Will A. Justiss on the adjustment to hearing 
loss and to hearing aids in old age is excellent, 
containing all the information a gerontologist 
will want in regard to loss of hearing in the aged. 
A paper by George S. Strassmann and Myer Ase- 
koff deals with the changes in the gastrointestinal 
tract found in autopsies on old subjects who 
were mentally ill. These are papers on the 
biologic sciences as related to the aged, on psy- 
chology, on clinical medicine, on action pro- 
grams, and on medical handling of old people. 

WALTER ©. ALVAREZ, M.D. 


Life Stress and Essential Hypertension: 
A Study of Circulatory Adjustments 
in Man 

STEWARE WOLF, M.D., PHILIPPE V, CARDON, JR., 

M.D., EDWARD M. SHEPARD, M.D., and HAROLD G. 

WOLFF, M.bD., 1955. Baltimore: Williams & 

Wilkins Company. 253 pages, illustrated. $7.50. 
This is an interesting contribution to the im- 
mense literature on hypertensive arterial disease. 
It is, essentially, an attempt to define essential 
hypertension and relate its etiology, genesis, 
natural history, and prognosis to various chem- 
ical, physical, and nervous responses to differ- 
ent forms of life stress. Many observations 
from many different sources are accumulated, 
sorted, and arranged for interpretation. 

The major portion of the volume is given 
over to the results of a survey of 114 hyperten- 
sive patients followed up to eight years. It is 
concluded that, in essential hypertension, the 
symptoms do not correlate with the height of 


the arterial tension or the degree of arteriolar 


pathologic change and that neither height nor 
duration of the hypertension is of notable prog- 
nostic import. 

The chapter on treatment is an excellent ré- 
sumé of the many facets involved and quite 
properly emphasizes the importance of  indi- 
vidualization. The volume is recommended for 
all clinicians whose practice includes patients 
with arterial hypertension, and this, of course, 
includes all physicians treating the aging and 
the aged. EDWARD J. STIEGLITZ, M.D. 

Washington, D.C. 
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THE MILTOWN MOLECULE 


Two articles in the April 30th issue of The Journal of the AMA12 report on... 


ee 


ist 





an entirely new type of tranquilizer 
with muscle relaxant action—orally effective in 


ANXIETY, TENSION 
and MENTAL STRESS 


@ no autonomic side effects—well tolerated 
@ selectively affects the thalamus 
@ not related to reserpine or other tranquilizers 


@ not habit forming, effective within 30 minutes 
for a period of 6 hours 


@ supplied in 400 mg. tablets. Usual dose: 
1 or 2 tablets—3 times a day 


1. Selling, L. S.: J.A.M.A. 157: 1594, 1955. 2. Borrus, J. C.: J.A.M.A. 157: 1596, 1955. 


Miltown 


the original meprobamate — 2-methy|-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. 


Literature and Samples Available On Request 
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‘Newest in vitamin therapy 


Vitamins as nature intended . .. 


THE HOMOGENIZED VITAMINS 


For the first time, all the advantages of 
multivitamin drops are available in a 
tablet. By a unique process, the vitamins 
are homogenized, then fused into a 
solid, highly palatable form. 

As a result of this minute subdivision, 
the vitamins are absorbed and utilized 
much more efficiently than those in 
the usual compressed tablet or elastic 
capsule. 

e Better absorbed and utilized 

e Pleasant, candy-like flavor 

e No regurgitation, no “fishy burp” 

e May be chewed, swallowed, 

or dissolved in the mouth 


The S.£. MASSENGILL COMPANY = Three formulas: 


‘ maclalehicl | 
Bristol, Tennessee Pediatric 


New York « Kansas City » San Francisco Therapeutic 


*U.S. Patent 2676136 








Emotional 
Fatigue 
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antiarthritic therapy 


That cortisone and the salicylates have a complementary f 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “‘By a judicious combination of the two 
agents .. . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 








TI 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic ch 
fever... Bursitis . . . Still's disease... Neuromuscular affections 
gl 
Cortisone acetate ....... 2.5 mg. PY 
Sodium salicylate ....... 0.3 Gm. : th 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60mg. of 
(equivalent to 50 mg. ascorbic acid) Sy 
Calcium carbonate ...... 60 meg. U.S. Pat. 2,691,667 
ve 
1. Busse, E.A.: Treatment of Rheumatoid fi 
Arthritis by a Combination of Cortisone and ‘ 
Salicylates. Clinical Med. 11:1105 (Nov., Si 
BRISTOL, TENNESSEE 1955). 
2. Roskam, J., VanCawenberge, H.: Abst. in 
NEW YORK J.A.M.A., 151:248 (1953). 
3. Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954). 
4. Holt, K.S., et al.: Lancet, 2:1144 (1954). 
SAN FRANCISCO 5. Spies, T.0., et al.: J.A.M.A., 159:645 (Oct. E 





The S. E. Massengill company 












Little Stroke 























Whenever the ophthalmoscopic examination 


reveals hemorrhagic areas, it is reasonable to 





assume a comparable process is going on in 


the brain. 


Clinical evidences of this deterioration are 
manifested by: reduced intellectual activity, 
mental confusion, impaired judgment, 
emotional instability, listlessness, loss of 


appetite, weakness and early fatigability. 


What we have described are symptoms of 
senility. Cerebral arteriosclerosis and capillary 
fragility have always been a difficult problem. 
The addition of Hesper-C to the diet of the 
elderly with the above indications makes the 


difference in capillary strength. 
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is the original synergistic nutritional 





These include long standing hypertension; 


supplement for capillary integrity and 


chronic renal disease whether due to provides 100 milligrams each of Ascorbic 


lomerulonephritis, nephrosclerosis, chronic : oe 
8 P P Acid and Hesperidin concentrate. 


pyelonephritis. In long standing diabetics, 





: cea Li Send for samples and reprints. 
this condition is noted in a certain percentage P P 





of patients with Kimmelstiel-Wilson The film “CLINICAL ENZYMOLOGY” is now 
a Syndrome. Although the primary disease is available for showing at medical meetings 
very different in these various entities, the upon your request. And be sure to watch for 
final pathological findings are remarkably the Med-Audiographs, a series of recorded 
similar, capillary fragility. clinical discussions. 
PRODUCTS OF ORIGINAL RESEARCH 
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Fat intolerance dyspepsia 
FOR your patients with = [rritable bowel syndrome 
Gallbladder dysfunction 


OXSORBIL Capsules will permit the inclusion of suitable 
dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 


OXSORBIL PB. J OXSORBIL 


(contains phenobarbital and Plain 


belladonna 
for patients also 
® requiring spasmolysis 


and sedation) 
IVES-CAMERON 
COMPANY Bottles of 100 capsules 


Philadelphia 2. Pa. Literature on request 








... largest resort of its kind in the world! 


(Nt plus the finest 


N convention facilities 650 luxurious, air conditioned 





Hotel, Motel, Apartment and 
Yille-scodmeameane with 
every fun-facility for your 
vacation enjoyment! 

Private Beach, Pools, Sports, 
special supervised Children's 
Playtown .. . dining rooms, 
cafeteria, cocktail lounges, 
entertainment. 

FREE PARKING at your door 


See your travel agent or write for 
color brochure and rates. 
bi John M. Duff, Jr., Gen'l Mgr. 
wes i, 
























PATIENTS 

STAY ON 

THE JOB... 
COMFORTABLY 


in URINARY DISTRESS 


Pyridium 


(Brand of Phenylazo-diamino-p 


Vridine 


provides gratifying relief in a matter of mint 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis. urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyripium brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, Pyriptum imparts an orange-red color to the 
urine which reassures the patient, Used alone or in 
combination with antibacterial agents. Pyriptum may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 

SUPPLIED: In 0.1 Gm. (1'% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 

Pyripium is the registered trade-mark of Nepera Chemical Co., Inc., for 
its brand of phenylazo-diamino-pyridine HCl, Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States 


SHARP & DOHMFE 
Philadelphia 1, Pa. 


Division of Merck & Co., INe. 








THE BIO-FLAVONOIDS 
A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 





Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 

Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 

Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 








































IN DIABETES... 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 






TRADE MARK 


€ 






(Sherman Lipotropic Capsule) One capsule t.i.d. 








prove capillary integrity, as 


Gericaps contain the true lipo- 








tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 





bic acid to maintain or im- 





mg. rutin and 37.5 mg. ascor- _ 


well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 
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TEMPTING MENUS FOR YOUR 
SPECIAL DIET PATIENTS 


Doctors find their special diet patients are actually 
tempted by meals when Beech-Nut Strained and 
Junior Foods make up the menu. No complaints 
about mealtime monotony, because Beech-Nut 
has unlimited food combinations. Here, in con- 
venient, economical form, are tasty vegetable- 
meat dishes, soup varieties and healthful vege- 
tables. Along with the “just picked” flavor, they 
are rich in vitamins and minerals. No wonder 
doctors find patients enjoy dietary meals that 





‘ ‘: 5 28 STRAINED FOODS 
include Beech-Nut Strained and Junior Foods. 27 JUNIOR FOODS 


BEECH-NUT PACKING COMPANY 
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increases peripheral 
circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 


ILIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC + NUTLEY + WS 














for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 












acts primarily on 
















the small arteries 
and arterioles 
to enhance 


al circulation 


for long 
in Older patients 
whose feet are 


ys cold 





Roniacot © 
BRAND OF 
BETA-PYRIDYL CARBINOL 





























FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR in 1% oz. or 4 oz. tubes; oe 


1 Ib. or 5 Ib. jars. 
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WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissve 































anew 
mental clarifier for the aged... 


for safe, effective treatment of moderately 





disturbed aged patients... 


Today’s increasing life span has increased the number of 
aged patients for every physician so greatly that geriatrics 


ie 
has become a part of his everyday practice. This is espe- 
cially true in considering changes in the central nervous 
system, which frequently mean treatment in modern pri- 
vate or public mental hospitals. But a still greater number 


a of the aged are subject to only mild memory defects or 

sé D U R S T " slight confusion resulting in some abnormal behavior. These 
cases may be treated at home... and clinical tests prove 
that SENILEX has shown remarkable results in these states. 





SENILEX is a safe, simple regimen for moderately 
disturbed patients. Used on ambulatory basis 

for rehabilitation of the aged without 
institutionalization. There are no specific contra- 
indications. Prescribe SENILEX for your next case. 





=| ah” INDICATIONS: Senile Mental Deteri- 
‘we yy ; oration, Especially Mild Memory Defects, 
E | Confusion and Abnormal Behavior. 


ACTION: Produces both objective and 
subjective physical improvements, marked 
behavior improvement, better perform- 
ance on psychological testing, and increase 
in intelligence quotient. Restores normal 
blood lactic acid values and produces more 
normal electroencephalographic tracings. 


DOSAGE: 2 tablets 3 times daily. Lower 
dosages for maintenance after maximum 
effect is reached. 


SUPPLIED: Furnished in bottles of 96 





tablets. 

FORMULA: 

Pentylenetetrazol ...... 100 mg. 
= RUS cea eens es Keats 50 mg. 


Send for literature 
and samples 







More than 25 years 
of service to the | 
Medical Profession. | 








tamin 
tissue 


S.F.DURST & COMPANY, INC., Phila. 20, Pa. 











All the benefits of prec 
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Philadelphia 1, Pa. 





Division OF MERCK & Co., INC. 





to minimize 
gastric distress 








Multiple Compressed Tablets of “Co-DELTRA’ 
and ‘Co-HyYDELTRA’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components. 


fleltra 


Prednisolone Buffered 


ui G Prednisone Buffered 


Supplied: Multiple Compressed Tablets of 
‘Co-DELTRA’ and ‘Co-HyYDELTRA’, each contain- 
ing 5 mg. prednisone or prednisolone, 300 mg. of 
dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets. 

*‘Co-Devtra’ and ‘Co-HyYDELTRA’ 

are the trademarks of Merck & Co., INC. 


















Extra pounds mean extra work for the heart. Help your patients 
avoid heart stress by early control of body weight. It’s never too 
early to practice weight control ... but it may one day be too late. 
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Insurance statistics indicate that obesity is 
associated with a high mortality rate from 
cardiovascular-renal diseases. Regaining 
and/or maintaining normal weight is a 
physiological necessity for the heart 
patient. 

Medically supervised research on weight 
reduction shows active, overweight adults 
losing 1144 to 2 pounds per week on a diet 
of appetizing meals featuring a variety of 
foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger! Persons on such diets maintained 
pep and a sense of well-being, reported no 
hunger pangs . . . but shed excess pounds. 

These diets contain approximately equal 
weights of protein, fat, and carbohydrate. 
Fat combined with protein in a meal delays 
hunger—for it reduces stomach motility 
and gastric juice secretion, promotes slower 
digestion and makes possible a more grad- 
ual absorption of nutrients. 
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NATIONAL DAIRY COUNCIL 
Since 1915 . . 
111 N. Canal Street, Chicago 6, Illinois. 


NAME 


PROFESSIONAL DESIGNATION 


ADDRESS 


cITY_ 








The foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 
deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until the desired weight is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet in- 
structions will be useful even where a 
person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modification 
retaining the basic diet plan. 

These materials are yours on request— 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 


The nutritional statements made in this advertisement have been reviewed 
by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion. 


. promoting better health through nutrition research and education. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 





stabilized with 


BRAND OF MECLIZINE HYDROCHLORIDE 


Long-aeting motion-sickness 
remedy, often effective 

in a single daily dose; for 
trouble-free travel on land 
and sea and in the air. 
BONAMINE TABLETS, 
scored, tasteless, 25 mg. 
BONAMINE CHEWING 
TABLETS, pleasantly mint 
flavored, 25 mg. ee 
*Trademark 


2er ae 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, 





Three servings of Ovaltine and milk provide the 
amounts of nutrients shown in opposite column. 


MINERALS 


*Calcium . 
Phosphor 
*Iron 
Copper 
Iodine .... 
Pluorine 
Cobalt .... 
Sodium .. 
Chlorine 
Magnesium 
Manganese 
Potassium . 


VITAMINS 


*Vitamin A 

. *Vitamin D .. 

* *Ascorbic aci 
*Thiamine 
*Riboflavin .. 
Pyridoxine ....... 
Vitamin B12 ... 
Pantothenic ac 
Niacin 
Folic acid ... 

Choline .. 

Biotin ..... a 
PROTEIN ... ee 
CARBOHYDRATE .. 
FAT 


*Nutrients for which daily dietary allowances are 
recommended by the National Research Couicil. 


; 


to “balance” the bland diet... 


Whenever bland or special diets are re- 
quired for your patients, Ovaltine in 
milk serves to help achieve good nutri- 
tional balance. Energy-packed, vitamin 
and mineral rich, this tasty beverage 
provides the nutritional extras to assist 
in combating stress, infections or other 
resistance-draining influences. 


Ovaltine steps up those elements in 
which milk is lacking... the B vitamins, 
ascorbic acid and iron levels, to equal 
or exceed minimum daily requirements. 


The “finicky” patient, old or young, 
who takes milk under protest usually 
looks forward to his drink of Ovaltine. 
It adds interest, flavor and zest to the 
diet. Because it reduces the curd ten- 
sion of milk more than 60 per cent, it is 
extremely easy to digest and kind to 
the most delicate stomachs. 


Served either hot or cold, Ovaltine in 
milk is a universal favorite at meals, 
bedtime, or during the morning and 
afternoon “breaks.” 


OVALTINE” 


The World’s Most Popular Fortified Food Beverage Ovaltine| 


The Wander Company, 105 W. Adams St., Chicago 3, IIl. 






















Many ways 
to use 


*REG. U.S. 


PAT. OFF 


chocolate malted milk 


i tube feeding 


Geriatric Vitamin-Mineral-Protein Supplement Lederle . 


Anexcellent supplement, 60% 
protein, which provides 26 
vitamins and minerals, in dry 
powder form. Can be sprin- 
kled on or mixed with foods; 
dissolved in liquids. In wide- 
mouth jars of 14 lb. and cans 
of 5 lbs. 


LEDERLE LABORATORIES DIVISION 


american cranamin comeany PEARL RIVER, N.Y. 


PATIENTS ON 
“MEDIATRIC" 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


In| 
clu 
“MEDIATRIC, va 
tha 
cre; 


be: 


AYERST LABORATORIES dru 


New York, N.Y. e¢ Montreal, Canada for 


5659 PAD 














Deprop 






ANICX. 


DEPROTEINATED PANCREATIC EXTRACT 


relueves vasospasm, restores activity 


MAJOR ADVANTAGES: Relieves pain by relieving spasm. Acts directly 
on smooth muscle. Non-narcotic. Nontoxic.?! 





In intermittent claudication associated with oc- 
clusive arterial disease, continuing treatment 
with DEPROPANEX prolongs the claudication 
time to an average of more than three times 
that of the control tests'—may markedly in- 
crease walking distance. 

In renal colic and ureteral spasm, “there can 
be no question . . . of the beneficial effects of the 
drug in lessening or abolishing pain.”? Useful 
for biliary colic, too. Postoperatively, DEPRO- 
PANEX virtually eliminates paralytic ileus, makes 
possible an “easier, more pain-free recovery.”? 


Supplied: in 10-cc. and 30-cc, rubber-capped 
vials. Dosage schedules in package circular. 


REFERENCES:!. Am. Heart J. 18:425, 1939. 2. J. Urol. $1:137, 
1944, 3. Minnesota Med. 33:103, 1950. 





Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INC. 





very special cases 
a very superior brandy... 
specify 


HENNESSY 


COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 





To speed convalescence — 






Toh iticclivelaMm PelteLe[- 


of water-soluble vitamins B and C 


ALLBEE with C 


In each capsule: 
Thiamine hydrochloride 15 mg. 
Riboflavin 10 mg. 
Calcium pantothenate 10 mg. 
water-soluble vitamin capsule Nicotinamide 50 mg. 

ASCORBIC ACID 250 mg. 
) 
FRobins j 
UT We 


easy on th 














The highest ascorbic acid 
content (250 mg.) of any 





A. H. ROBINS CO., INC. RICHMOND 20, VA. 


professionally promoted only— 


never counter displayed 


Pz . 
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How CARNATION INSTANT 





provides new dietary advantages not possible 
with other forms of nonfat milk 


Because Carnation Instant is a new 
crystal form of nonfat dry milk, the 
physician may specify a greater 
ratio of milk solids to water than 











WHEN LIQUIDS ARE RESTRICTED, 
the physician may specify an 
additional heaping tablespoon of 
Carnation crystals per glass (or 
4 cup additional crystals per 
quart.) This ‘‘self-enrichment”’ 
provides a 25% increase in pro- 
tein, calcium and B-vitamins with 
no increase in liquid bulk. 


25% “self-enriched” Carnation 
Instant also provides a more familiar 
heavier texture and richer flavor, 
well-liked by patients who are 
accustomed to drinking whole milk. 













supplied by bottled nonfat milk. The 
new crystal form may also be added 
to whole milk to increase its nutri- 
tive content. 
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WHEN PROTEIN NEEDS ARE HIGH, 


the physician may recommend the 
addition of 14% cups Carnation 
crystals to each quart of whole 
milk. This doubles the protein, 
calcium and B-vitamin content. 


The use of Carnation Instant in 
whole milk is of value when some 
fat is advisadle but liquids 
should be restricted...and is also 
useful in increasing the protein 
in geriatric or convalescent diet 
without increasing fat 
or liquid bulk. 











Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 

Does not cake or harden in the package. 
No special recipes needed. 

Economical, available everywhere. 


Other advantages 
of the Carnation exclusive 
Crystal Form 











“This hat makes me look 
almost as young as I feel !”’ 


Good health during life’s later years is a constant delight to those 
who have it. To help these spirited people sustain their activities, 
many doctors prescribe regular dietary supplementation with 
GEVRAL. This special geriatric formula provides 14 vitamins, 
11 minerals, and Purified Intrinsic Factor Concentrate—all in one 
convenient, dry-filled capsule. 


2V Po 


GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Each GEVRAL Capsule contains: 


Vitamin A.... = 5000 U.S.P. Units 
Vitamin D : 500 U.S.P. Units Purified Intrinsic 
Vitamin Bis : hay 1 mcgm. Factor Concentrate 0.5 mg. 
Thiamine Mononitrate (Bi) 5mg. _ !ron (as FeSO.) . 10 mg. 
Riboflavin (Bo)..................  5mg. _ lodine (as Kl) ss 0.5 mg. 
Niacinamide eas 15 mg. Calcium (as CaHPOs)...... 145 mg. 
a 1 mg. Phosphorus (as CaHPOs) 110 mg. 
Pyridoxine HCI (Bs)...... ..... 0.5 mg. Boron (as Na2B.0;.10H20)...... 0.1 mg. 
Ca Pantothenate..... : 5mg. Copper (as CuO) a Pa 1 mg. 
Choline Dihydrogen Citrate 100 mg. ro 8 pot ie ro: ae mg. 
* 50 mg. anganese (as MnOs).. mg. pn 
Ascorbic Acid (C).... 50 mg, Magnesium (as MgO) 1 mg. fred ceciod capeuios 


Vitamin E Potassium (as K2SO4) : 5 mg. : for 
(as tocophery! acetates) 101.U. Zine (as ZnO)... : . > 0.5 mg. a Lederle exclusive, 
more rapid and com- 


Other Lederle geriatric products include: GEVRABON* Vitamin- plete absorption! 
Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein 

Vitamin-Mineral-Protein Supplement Powder; and GEVRINE* 
Vitamin-Mineral-Hormone Capsules. 


D> LEDERLE LABORATORIES DIVISION awenscan Ganamid comeany PEARL RIVER, NEW YORK 
@REG. U.S. PAT. OFF, 
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more than ( 


42,000,000 
— doses of ACTH 
“AGE-OLD " P have been given 


“Nes AP ACTHAR Gee 











G E R J ECT The Armour Laboratories brand of purified 
IN J ECTI 0 N adrenocorticotropic hormone—corticotropin (ACTH) 
®@ ESSENTIAL VIT. B 
COMPLEX FACTORS GERIJECT 
PLUS 4 ° 
® INOSITOL TABLETS Unsurpassed in safety and efficacy 
® CHOLINE © 12 VITAMINS : " P 
ouven © 11 MINERALS In a series of patients treated continuously 
oman © 3 LIPOTROPICS with Armour ACTH for at least 5% 


1 
© di-METHIONINE years: .. . 


e Each responded with a maintained 
increase in cortical function 


rical procedures caused no incidents 


e Sudden discontinuance of ACTH did 
not provoke a crisis | 


er ieg \ | 
PLAN 


...and HP*ACTHAR | 
Effective continuous vitamin-min- ei eae igen dess 
. . outinely to minimize 
eral therapy is now available for sdtuial danereuden 
your patients . . . particularly those and atrophy in pa- 
receiving geriatric therapy. tients treated with 
ne prednisone, predniso- 
Economical to both physician and lone, hydrocortisone 
patient, Geriject Injection, supple- and cortisone. 
mented by daily use of Geriject Tablets, 
insures constant, effective vitamin- ce Mier 
mineral intake. 
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VACTHAR G 
HI ACTH! Gel is the most widely 
(In Gelatin) ~“ ysed ACTH preparation 
*Highly purified 


1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955, 


e Major and minor surgical and obstet- [ 

















For samples and literature, write DEPT. G: 








Cc. F. KIRK COMPANY 


Pharmaceutical and Biological Laboratories 


521 WEST 23rd STREET * NEW YORK 11, N.Y. 
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Oatmeal 
in the 
light of 
Current 
Nutritional 


Knowledge 





In the problems of geriatric 
nutrition, of dealing with the 
self-imposed restrictions and 
distorted appetites of the aged, 
oatmeal offers definite advan- 
tages. It provides good protein, 
valuable vitamins and minerals, 
is low in sodium and purines, is 
easily eaten, readily digested, 
and promptly utilized. 


Th 





@ 


Quaker Oats @mpany 


CHICAGO 





P.. nutritional knowledge, greatly advanced 
during the past two decades, again enhances the 
time-honored position of this widely eaten break- 
fast dish—rolled oats with milk and sugar. 


The protein content of oatmeal, unaffected 
by processing or preparation for the table, is 
higher than that of other commonly eaten whole- 
grain cereals. The protein of the oatmeal and milk 
serving is of high biologic value. The carbohydrate 
is readily digested and available for energy needs. 


Among whole-grain cereal foods, oatmeal 
ranks among the highest in thiamine. It also con- 
tributes notable amounts of other B-complex vita- 
mins. 


For mineral content, too, oatmeal is rated 
among the leaders. It is outstanding for iron and 
phosphorus. Because of its low sodium content, 
it is particularly well suited for sodium-restricted 
diets. 


The low cost of Quaker Oats and Mother’s 
Oats, their delicious nutlike flavor, assured by 
careful selection of the oats used, together with 
their high nutrient value, warrant the physician’s 
continued recommendation of oatmeal as a key 
dish of America’s breakfast. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by the Quaker Oats Company, are 
identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned (cooks 
in 5 minutes) varieties which are of equal nutrient value. 
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MAJOR ADVANTAGES: 





ee 


BBG i a E “_) CHLORIDE 


(BETHANECHOL CHLORIDE, U.S.P., MERCK) 


Prophylactic use of URECHOLINE minimizes postoperative ab- 
dominal distension and constipation due to atonic gastrointestinal 
musculature. Used therapeutically, improved gastrointestinal 
tone and increased peristalsis with expulsion of flatus follow oral 
administration, often within 30 minutes. In the lower bowel, 
URECHOLINE acts by stimulating the colon and sphincter, 
causing contraction of the smooth muscles of the colon and 
relaxation of the anal sphincter. 

OTHER INDICATIONS: Postoperative and postpartum urinary reten- 
tion, hexamethonium-induced side effects, megacolon. 

SUPPLIED: 5 mg. and 10 mg. tablets, bottles cf 100; 1-cc. ampuls, Division oF Merck & Co., INC. 
each containing 5 mg. of URECHOLINE Chloride. 
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CLINICAL & LABORATORY REPORTS IN 
MEDICAL LITERATURE ESTABLISH & CONFIRM 
THE USE OF PARENZYME IN TODAY’S THERAPY. 
16 REPRINTS: ON REQUEST. 
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Thanks to his physician — 


No longer a “cardiac cripple’ 















Wood engraving:B. Brussel-Smith 
for the Armstrong Cork Co 


8 out of 10 angina patients 
are improved by 


VMetamine 


triethanolamine trinitrate biphosphate. LEEMING, tablets 2 mg. 





Chemically unique, METAMINE has the smallest effective 
dose of any long-acting angina preventive. Acquired 
tolerance and other characteristic ill effects of cardiac 
nitrates have not been observed, even after prolonged 
administration of METAMINE. 


Clinical Evidence (211 patients: 6 studies) * 


83% 175 angina pectoris patients improved by METAMINE 
17°o Bie 


Dose: 1 or 2 tablets after each meal and at bedtime. 
METAMINE, 2 mg., bottles of 50 and 500; Mreramine (2 
mg.) witH BuraBarBITAL (14 gr.). Bottles of 50. 


1. Poumailloux, M., and Tetreau, H.: Official Report to Medicaments 
Trials Commission (France), a 94 2. Dailheu-Geoffroy: La Clinique, 
46:27, ays ay 1951. 3. Spuehler, : Schweiz, mes Wochschr., 11/518, 
1949. 4. J-F Merlen: Wecredi. :223, 1951. 5. Palmer, J. H., and 
Ramsey, C. G.: Cans “a M.A.J., 66: 16, July 1951. a Med. Digest, 
18:94, October 1951. Fuller, H. L., and Kassel, L. E.: Mets —_ 
(trieths molamine trinitrate biphosph ate) in Angina inacaeal, J.A.M.A 
159:1708-1713, December 31, 


Shes Leeming ¢ Co Sue New York 17, N.Y. 
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Men Constantly on Their Feet... 


physiologically prone to hemorrhoids 


PNS SUPPOSITORIES 


combine 
three outstanding, 


dependable therapeutic agents: 
RELIEVE PAIN ; 


Pontocaine® hydrochloride ...................+ 10 mg. 
REDUCE SWELLING Neo-Synephrine® hydrochloride ............ 5 mg. 
Sulfamylon® hydrochloride .................... 200 mg. 
PROTECT AGAINST INFECTION 
Bismuth subgallate ................cssssseesseene 100 mg. 
Balsam of Peru 50 mg. 





— in a cacao butter base — 





Supplied in boxes of 12. 







(|{)uthiop LABORATORIES 


NEW YORK 18, N.Y. * WINDSOR, ONT. 


As an added measure to promote 
rectal comfort, add MUCILOSE® 
to the patient's diet. 

This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

PNS, Pontocaine (brand of tetracaine), Neo-Synephrine facilitate evacuation. 


(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pat. Off. 


We have changed our name to 
WINTHROP LABORATORIES, INC. 
Only the name is changed— nothing else 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods. * 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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